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OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


A 
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19. pa rer oi 
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TTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hou 
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MARYLAND STATE DEPARTMENT OF HEALTH 


I 3 ie OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


Tago 


1, PLACE OF DEATH 
a. COUNTY 


Carroll 


MARYLAND: 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


°. Maryland b. Sits y 


b. CITY OR TOWN (If outside corporote limits, write] c. LENGTH OF STAY IN Ib 
RURAL and give nearest town) 


Sykesville 3yr.9mo.2lda. 


death. Page 4 
funeral director 


©. CITY OR TOWN (IF autside corporate limits, write RURAL ond give nearest tawn) 


d. NAME OF HOSPITAL (If nat in hospital, give street address) 
OR INSTITUTION 


Springfield State Hospital 


a) 
~ 
oO 


Baltimore 11 V 9) J ai 


d, STREET ADDRESS 
ON A FARM? 


31h9 Keswick Road Yes NOR 


3, NAME OF 
DECEASED 
(Type or print) 


First Middle 


John Howard 


4. DATE Yeor 
DEATH 19 60 


Last 


Bigham 


Month Dey 


December 6 


i in by ¢ re i 4 
Pages 1 ond 2 should be filed with 


5. SEX 6. COLOR OR RACE |7. MARRIED [X] NEVER MARRIED [] 
Male wioweo [] pivorceo (] 


IF UNDER 24 HRS. 
Hours Min. 


8. DATE OF 8IRTH 


November 20, 1888 


9. AGE (In years [IF UNDER 1 YEAR| 
last birthday) | Months] Doys 


72 ya. 


10a. USUAL OCCUPATION (Give kind af work done| 
during most of warking life, even if retired) 


Mill hand - 


10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote ar fareign country) 


Maryland 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


in 72 hours after death. 


~N 


13, FATHER’S NAME 


Samuel Bigham 


14, MOTHER'S MAIDEN NAME 


Sara Yealing 


ficote be executed within 24 haurs 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(Yes, no, or unknown) Ut yes, give war or dates of service} 


No feigae 215-07-6727 


17. INFORMANT 


Springfield State Hospital Records 


Address 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 
PART |, DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


Arteriosclerotic cardiovascular disease 


Then pleose remave carbon papers. 


‘ IMMEDIATE CAUSE (0), 
ee 


DUE TO 
Conditions, if any, which 


w Generalized arteriosclerosis 


gove rise to immediate 
couse (0), stoting the under: 
lying couse last. 


DUE TO 
(c) 


-transit permit. 


with senile brain disease with psychotic reaction. 


yes[] No] 


Past Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)/19. Te ee 


3 


200. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [] CAUSE OF DEATH 


he buri: 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ce DESCRI8E HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port II of item 18.) 


Hour o. m. 


p.m. 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, 


Year | 20d. INJURY OCCURRED 


While Not while, 
19 Jot work [7] ot work 


Day, 


21.1 certify that (i) (this haspital) attended the deceased from February 119, 
saw the deceased alive on December 6 19.60 and that death accurred at 


20e. PLACE OF INJURY (Home, form, | 20F. (City ar tawn) 
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_ 1960_, that (1) (we) last 
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2a. SIGNATURE 


STAFF 


causes and an the date stated abave. 


22b. DATE 
SIGNED 


| AVES ONS 12-6-60 


M.D. 


PHYS. 


¥. 


P2cMPHYSICI 
NAME (T 


Agustin del Campo} M.D. 


22d. ADDRESS 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 


REMQVAL (Specify) 9-60 


the State Board af Health priar ta burial, crematian, or remaval, ond in any event, 
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TO HOSPITAL 


L DIRECTOR'S SIGNATY) ADDRESS 814 


as 


gx 
=> 
La 
a 
<= 


‘Tc. NAME OF CEMETERY OR CREMATORY 


Lorraine Park Cemty. Baltimore City. Md- 
W.36th SPE : 


23d. LOCATION (City, town, or county) (Stote) 


25b, REGISTRAR'S SIGNATURE 


Cithen £ Phas 


Sa. REC'D 8Y REGISTRAR 


60 


< MARYLAND STATE DEPARTMENT OF HEALTH er 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND = 3 § A 
1664] 


1367: CERTIFICATE OF DEATH 


ed 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) {County) (Stote) 


ita’... er aitie foctory, street, office bidg., etc.) | 
i 


MEDICAL CERTIFICATION, 


tos 
& 8 = 6 oe enone 2 USUAL RESIDENCE {Where deceosed lived. If institution: Residence before admission) 
ee oO. ©. STATI b, COUNTY 
« £3 Sarveln MARYLAND Maryland Balto,City 
3 ° 3 b. CIty OR paw {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporote limits, write RURAL ond give neorest town) 
3 ‘ond give neorest town) f- ~ ‘oa 
3 Sx Sykesville mos .9days Baltimore 31 eS ‘) 
2 va d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENC! 
= 8 qQ) | OR! pu ION ON A FARM? 
gta S ngfield State Hospital 1309 E.Pratt Street yes [] No fx] 
oes 6 3. NAME: = First Middle Lost 4. DATE Month Day Yeor 
a eas (Type-or print) Nicola Biscotti DEATH December 29, 19 50 
£ ses S. SEX 6. COLOR OR RACE |7. marRigD PX] NEVER MARRIED [] | ®. DATE Z. TH 9. ASE {in yeore eu TYEAR] IF UNDER ‘24 HRS. 
. | Min. 
. ce: Male White wivowep [] pivorceo [] Oct® 1880 filo lp olbie e e 
Ss € é& ¢ 100. USUAL OCCUPATION {Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g 8gs during most of working life, even if retired) 
§ ve2 Barber - Italy Naturalized 
28 BR 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
© sg . 
3 Set Peter Biscotti Anne Ecrolino 
= +o iz 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
= eee IE (¥en, 00, oF unknown} Mam ire war order a ei) | 6) Wee. 2-4IG. : ; 
2g 6 No | - Springfield Hospital Records 
3 2 2, = 1B. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (c)-] INTERVAL BETWEEN 
= ee PART |, DEATH WAS CAUSED BY: 2 . 2 sa wes “age 
be Baked IMMEDIATE CAUSE (o)__A disease, Years, 
5 == A »®, DUE TO 
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= 233 ons, iF ony, which w Generalized arteriosclerosis, Years, 
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Te ; iakiestielieor (9__Bronchopneumonia, Days. 
: 3 = B'S WW. OTHER dei CONDITIONS CONTRIBUTING TO ee ae te RELATED uy THE palae al DISEASE ioe angie IN PART 1{o)| 19. ART 
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gases vee psychotic re veaate Ohe Ula Sha recent ar eee ah and su ea’ hematoma rt,| ‘Gt NoO 
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moy be retain by the haspitol or attending physicion. 
page 3 shauld be detached far use as the buriol-tronsit permit. 
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& ce 21. \ certify that (1) (this hospital) attended the deceased from.9/20/ 19.60 12/29f aesces ee . 160.., that (I) (we) last 
ty = saw the deceased alive on..12/29/60 __19 ae and that death occurred atLQ: 20 FAM the causes and an the date stated abave. 
re) 8 226. DATE 
BES bel Cane mol? Noo HALO 12/2878 
ee 72d. ADDRESS 
x22 : Agustin delCampo, M.D, Springfield Hospital, Sykesville, Md. 
a nn ne ee 
& eae 2e, Rppin Roly TEMATION,| 7% DATE THEREOF Sc. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, jown, onde (Siete) 
ae lows. 196] Hoby Meclciea 4030 (elein(0a/ Fal, lid 
te) 2. Potnah DIRECTOR'S SIGNAT ; ADDRE : 2S0. REC'D BY REGISTRAR | 25b. REGISTRAR'S i 
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Pages 1 and 2 shauld 
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, or remaval, and in ony event, within 72 haurs o 
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After this certificate has been signed by the attending physician and campletely filled 
|, crematian, 


by the hospital ar attending physician. 


ATTENDING PHYSICIAN 


¥ 


may be retai 


TO FUNERAL DIRECTOR 
page 3 should be detached far use as the burial-transit permit. 


TO HOSPITAL! 
the State Board of Health prior to buri 
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MARYLAND STATE DEPARTMENT OF HEALTH _ 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


13674 


CERTIFICATE OF DEATH 


13642 


2 


1, PLACE aaa 
is Carr oll MARYLAND: 


has Lea (Where deceased lived. 
a. 8) b. COUNTY 
“laryland 


If institution: Residence before admission} 


Carroll 


0. COUN 
b. CITY OR TOWN [IF oulside corporote limits, write 
RURAL ond give nearest town} 


esville 


¢. LENGTH OF STAY IN 1b 


¢.,CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 


Sykesville 


‘d. NAME OF HOSPITAL (IF not in hospital, give street address) 
OR INSTITUTION 


d. STREET ADDRESS. 


e. 1S RESIDENCE 
‘ON A FARM? 


ves 1] No 


ey 


. NAME OF 
DECEASED 
(Type or print) 


First Middle 


MARTHA 


ABETH 


4. DATE 
OF 
DEATH 


lost 


5. SEX 6 COLOR OR RACE |7. mARRIED[-] NEVER MARRIED [] 


wipowep (X} Divorceo [) 


Riya ot 


8. DATE OF BIRTH 


pas 878 


9. AGE (In years 
last litany 


82 y0. 


* Month 


‘ie UNDER 1 YEAR] | 


cor 


i? 
If UNDER 24 HRS. 


Day 


Months] Doys | Hours | Min. 


10a. USUAL OCCUPATION (Give kind of wark dane|10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 
None 


At_home 


11. BIRTHPLACE (State or foreign country) 


Maryland 


112. CITIZEN OF WHAT COUNTRY? 


13. FATHER’S NAME 


Judson Boswell 


14. MOTHER'S MAIDEN NAME 


Marthe Severn 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 


{Yes, 10, oF unknown) (IF yes, give wor or dates oF service) 


16. SOCTAL SECURITY NO. 


No None 


17. INFORMANT > 


Mrs..Ruth 


18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), ond 
PART 1. DEATH WAS CAUSED BY: Ls 


vi 


INTERVAL BETWEEN 
ONSET AND DEATH 


IMMEDIATE CAUSE (a), 
Lf SO. DUE TO 


Conditions, if any, which (b Drel 2 


gove rise to immediate 
couse (a), stoting the ynder- ( DUE TO 2 F 


lying couse lost. (Cie acy” 


an Ge 


Jd, shee 


Part Il. OTHER SIGNIFICANT CONDITIONS COl 


RIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 


19. WAS AUTOPSY 
PERFORMED? 


ves] No 


20a. ACCIDENT WAS UNDERLYING 1) 
OR CONTRIBUTING (1) CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


\* DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 


20c. TIME OF INJURY Month, 
Hour a.m. 


Day, 


Year | 20d. INJURY OCCURRED 
1 While Not while 


‘202. PLACE OF INJURY (Home, farm, (20F, (City or town) 
factary, street, office bldg... etc.) 
t 


MEDICAL CERTIFICATION 


p.m. jot work [[] at work 


21.1 certify that (I) (this ae Sy attended the deceased fram. 
saw the deceased alive sag 


(County) (Stote) 


220. SIGNATURE 


22c, PHYSICIAN'S 
NAME (Type) 


Hownaa Hace 


‘2b. DATE 
SIGNED 


‘23a. BURIAL, CREMATION, | 23b. DATE THEREOF 
REMOVAL (Specify) 


By a — $0 hod 


23c. NAME OF CEMETERY OR CREMATORY 


Popla 
= REGIST 


23d, LOCATION (City, town, or county) 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS By 25a. REC'D BY REGISTRAR 
F.C.Higinbothon, Ellicott City,mMd vate DEC 1 960 


RAR'S SIGNATURE 


Onkbun £ Faia 
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pin 2@ hours after death. 
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al 
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The bottom copy may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with the registrar 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


13675 CERTIFICATE OF DEATH pd 


PLACE OF BEATH 2 (HOME) OF DECEASED 
C7 
COUNTY 7 *, MARYLAND 


ciTy LENGTH OF STAY ji imi 
fin thls place) OR pad , 
Mf) a y, a 5 ‘ 
ge, Beit = Se 


‘STREET (Hf rural give Igtetion) 
INSTITUTION OR ; ADDRESS 
STREET ADDRESS 


) 
} 


irector, thesthird tepy of thi 
~ a 


a 


thin 72 hours after death, After this 


wi 


ae 
3. NAME OF {First} (Middle) i 4. Pane (Month) (Dey) (Year) 


DECEASED as Z ; 
ait 2 a Yo Spm f 
(Type or Print) = Sa AAS El. i 4 NV. } NA [2 i. Be da a DEATH [ g. 3 bE 
6. ~ Eoigk OR rei ie RRIED, ‘ “| 8 e. Ee} <A 9. AGE lest st birthdey IF UNDER 1 YEAR |IF UNDER 24 HRS. 
ACEH, 1» DXGREED, Months | Days Hours | Min. 
F2 (Specify) t bie i) au 4’ y ms. | | 
Wa, USUAL OCCUPATION {Give kind of work 1Ob. KI OF BUSINE: rf (State or ars country) 32. CITIZEN OF WHAT 


done during most of workigg life, aven If OR INDUSTRY COUNTRY? 
retired) ie i ld Pied 2 vol C A 
13. FATHER’S N, 4. MOTHER'S EN aa 
SA Sue _| fogs Ties. 


wn [ BETWEEN 
< DISEASES OR CONDITIONS DIRECTLY LEADING TO TH ; te eys AND L ‘ATH 


S70 Simmeoiare CAUSE (A) 


ANTECEDENT CAUSE(S) DUE TO 


DISEASES OR CONDITIONS, IF ANY, ® 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 


(0) 

TY OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH., 

198, DATE OF OPERATION 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 

yes [7] No [] 
2le. ACCIDENT WAS UNDERLYING | Zib. PLACE (Homa, farm, factory, Zie. WHERE DID INJURY OCCUR? (City or town) (County) (Stete) 


‘OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY street, office bidg., atc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Day) (Year) (Hour) | 21e. INJURY OCCURRED 21, HOW DID INJURY OCCUR? 
While Not while 
M, | at work at work oO 


22. I hereby Gee id that | attended the deceased from.. Lhe. Spoons wer VEO ave tO. snp, ae 19.6. @.... that | last saw the deceased 
alive on... Wy yar LE, 1 1965..@ocuy and that death occurred at..... ...M, from the causes and on the date stated above. 


SIGNATURE Ro eh, * ADDRESS , 1, city, town, state) DATE SIGNED 


23, BURIAL, CREWHERON, 
ECIFY) 


UP 
24, REC'D BY REGISTRAR 


DEC 9 "60 


certificate has been executed by the attending physician and completely filled in by the funeral di 


death certificate assembly should be detached for use as a burial transit permit. 


VS AISC 1-55 10Memms 


DALES Le © 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 3 67 aK ISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 3 6 44 


CERTIFICATE OF DEATH 


1, PLACE OF DEATH Ps Slo pean (Where deceased lived. If institution: Residence before admission) 
0. COUNTY b. COUNTY 


MARYLAND 
Carroll 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give nearest town) 3 ee 102 Boowe Son: 
= Je Towson #4 Fo 


d. NAME OF HOSPITAL (If not in hospital, give street address} d, STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION a rm ON A FARM? 


ield State Hospital 
. NAME OF First Middle: 
DECEASED 
{Type or print) 
5. SEX he OR RACE | 7. ae NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR] IF UNDER 24 HRS. 
last birthday) [Months] Doys | Hours] Min. 


female Mere wioowen KJ vorceo (| 4-23-79 Sly. 


100. USUAL OCCUPATION (Give kind af work ef 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during mast af working life, even if retired 


Washington, Do. S.A, 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John Heymes, dec. Rebecka Rudd, dec. 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


{fax, 10, oF unknown} (Hf yes, give wor or dates of service) 
| Springfield State Hospital, Sykesville, Md, 
1B. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond ()-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: : 
IMMEDIATE CAUSE {o)_Dilateral pneumonia days 


AG A) oa DUE TO 


Conditions, if any, sau w_Arteriosclerotic cardio-vascular disease years 

gave rise to immediote 

couse {a}, stoting the under. ( DUE TO 

lying couse lest. ) 
Past Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART H{a}/19. oes Bases 
CBS assoc. with @erebral arteriosclerosis. yes) No] 

200, ACCIDENT WAS_UNDERLYING () * DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Part Il of item 1B.) 


ol 


fer death. Poge 4 
e funeral directar, 


Pages 1 and 2 should be filed with 


nt, within 72 haurs after death. 


ny 


. Then please remave carbon papers. 


the State Board of Health prior ta burial, crematian, ar remaval, ond i 


ate has been signed by the attending physicion and campletely filled in ity 


OR CONTRIBUTING (J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED ‘200. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) {County) (State) 
Hour 0. m. While. Nat While foctory, street, affice bldg., etc.) | 
pom. jot wark [1] ot work [7] H 


2). certify that (1) (this haspital) attended the deceased fram.__10=14..____. eh 0, to. 12- , 19Q_, that (1) (we) last 
saw the deceased alive an__ .. and that death accurred at A fi Ree the causes and on the date stated abave. 
a. SIGNATURE tae 2b.DATE 
ATTENDING M TAFF 5 
SLBA hes ae a M.D. | PHYS. BiaeCTOR as 12-26-60 
ic. PHYSZIAN'S ‘22d. ADDRESS 
NAME (Type) 
Agustin del Campo, f.D. 
Bio. BURIAL CREMATION, 23b, DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY. 23d. LOCATION (City, town, or county} (State) 
EMOVAL {Speci = 
a (2-29-60 AORRAINE SARK Wooerawn , Mo. 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


Jorn O. Mitcneca ve Luc. (900 Fu rau Face oar 2 8 760 tlua £ Fins 
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may be retoin 
TO FUNERAL DIRECTOR: After this certi 


TO HOSPITAL 


a 
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cont 


death. Page 4 
funeral director, 


ithi it a 
ilted i & e irector, 
Pages | and 2 shauld be filed with 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in 
Then please remave carban papers. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hau 
‘ansit permit. 


may be retain@ by the haspital or attending physician. 


page 3 shauld be detached far use as the bur 
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the State Board of Health priar to burial, crem 


MARYLAND STATE DEPARTMENT OF HEALTH 


1367 CERTIFICATE OF DEATH 


yee OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


13645 


1, PLACE OF DEATH” 
a. COUNTY o. STATI 


Carroll te Mee Maryland 


2. USUAL RESIDENCE (Where deceased lived. 


If institution: Residence before admission} 


> COUNTY Washington 


b. CITY OR TOWN (If autside corporate limits, write | ¢, LENGTH OF STAY IN Ib 


RURAL and give neorest town) 


c, CITY OR TOWN {IF outside corporate limits, write RURAL and give nearest town) 


Rural--Sykesville 3m. 25 d. Williamsport 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION i ‘ ON A FARM? 
Springfield State Hospital Route 2 oa / ¥-2 | wo nom 
me eles First Middle Last 4. > Month Day Year 
Gye ernie Amelia Alberta Christy | Stam 12 ls 19 60 
$. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. OATE OF BIRTH 9. AGE (inyeon IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost Birthday, Month: [le in, 
female white wiboweo J pivorceo] | 12 W 1L/ 70 corel oe eal ca ae nee 


100. USUAL OCCUPATION (Give kind of work done| 


10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


11. BIRTHPLACE {State or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


(fer, no, or unknown) | {IF yes, give war or dates of service) 


Pennsylvania USA 
13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
Cornelius Frostle Kensler 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. } 17. INFORMANT Address 


Springfield Hospital records, Sykesville, Md. 


18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b). and (c).] 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART (. DEATH Was causipary,  _Corenary sclerosis month 
4} ah O DUE TO 
Conditions, if ony, which ___Arteriosclerotic cardio-vascular disease years 
gove rise to immediate 
cavse {0}, stating the under- ( OVE TO ». 
lying couse lost. «___ Generalized arteriosclerosis years 
Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)/19.. eee ee eM 
Chronic brain syndrome associated with senile brain disease with psycho ie a No 


foctory treet, ofice bldg. ote | 


_.8/19/ ___. 1260 


0... and that death accurred af? 3 OGh, 


Hour o, m. 


p.m. 


21. | certify that @% (this ei) An he aaa? fram... 
saw the deceased alive an.__ 1.2 


‘While Not while. 
jot work [7] at work 


MEDICAL CERTIFICATION 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 

OR CONTRIBUTING CI CAUSE OF DEATH a reaction. 

(WF EITHER, NOTIFY MEDICAL EXAMINER) 

20¢. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 206. PLACE OF INJURY (Home, farm, | 20F. {City or town) {County) (Stote} 


--12/1N/ __. 19.60, that 99 (we) last 


Tam the causes and an the date stated abave. 


22a. SIGNATURE 


ATTENDING. MED. 
M.D. | PHYS. DIRECTOR 


‘2b. DATE 


12/15/60" 


STAFF 
PH’ 


Ys. 


fee cia Ri fa ny facto 


wwe (re! Rita S. Glahn, M. Ds 


22d. ADDRESS 


Springfield State Hospital 


23a. BURIAL, er DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


uftet" Ipec.17/60 _|Western 


Bal 


23d. LOCATION (City, town, ar county} 


{State} 
timore, Md. 


ivake'e.D.St0t Edmondson” hve. 


25a. REC'D BY REGISTRAR 


25b, REGISTRAR'S SIGNATURE 


Laure" 1 


DATE DEC f.9 '60 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
2065 CERTIFICATE OF DEATH 


ood 


18646 


Reg. Dist. No. 


_ 
“ 


5 
eS 1. PLAGE OF DEATH 2. USUAL RESIOENCE (Whare deceored lived. If iaittion, Residasce before odmisipn) 
33 ts Cc eae MARYLAND 9. STATE ape b. COUNTY Cex 
Be b. CITY OR TOWN (Wf aunide corporate limits, write |. LENGTH OF STAY IN tb || _c, CITY OR TOWN (If ouhide corporote so -a write RURAL ond give nearest town) 
3 3 RURAL ond Sige nearest fown) 
22 jee Fe [O Atto Wict-e 
23 “aaa Wnot in ae give street oddrest) he om, +. 15 RESIDENCE 
° UAT oe : Ms ves] NOD 
= 4 3. NAME OF x First Middle Lost 4. DATE ) Month Yeor 
ary (Type or print) AGNES VEREVL a aon ee. Z Wee 
ze 3. SEX 6. COLOR ws RACE ]7- MARRIED EY-NEVER MARRIED [7] |®. DATE OF BIRTH 9. AGE (in yeors [TEUNDERT YEARTIF UNDER OH 
Hi Mi 
Bf VW We ele- LeLok wipowen [] ovorceo] (Phe,  / FOS Sym ew Boys | Hours | Min. 
g TOs, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY (11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
ae ae Cee. es CL) ieee tee tee Cz: CL. ZF 


13. FATHER'S NAME 2 14. MOTHER'S MAIDEN NAME 
Cigar Crex Cpte eer 


1s, WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT Addons 
lag: ag tea {Ngo @eviootiee dates the 4 as 2 
Fle Zl[f-o8-Csay fle EZ ene C Creer SiCee Riss elo FOE 


18. CAUSE OF DEATH [Enter ‘only ane cause per line for (o}, (b), and {c)-] “ 4 Det BETWEEN. 
PART 1. DEATH WAS CAUSED BY: box, . INSET AND DEATH 
IMMEDIATE CAUSE (0 QW hing ete 


» 4 : v5 ¥ 
7 Wal DUE TO pif sn , ; 
Conditians, if ony, which . Aer? | tee At TT aleve 


itians, i whi CA wt, 42 
gove rise 10 immediate ae ts a 
caute (0), stating the under- DUE TO t 42 3 ’ ¢ 


tying couse lost. mn J. aby (tne peoltarvwg Cty, 


Then please remove carbon 


the registror prior to burial, cremotion, ar remaval, ond in any event within 72 hours ofter death. 


jires thot the deoth certificote be executed within 24 hours after death: Pag 


aleteg 


factory, street, office bldg., etc.) t 
While Nat while 
jot work [] of work [] t 


Hour oo. m. 


ra Pant If, OTHER SIGNIFICANT CONDITIONS CONTRIBU 1 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONI IN GIVEN IN PART I(0}] 19. MaRS AUTOPSY, 

= j 

s Iye tr yolee aes ~ P gg thre, An Cp pee ves] Not] — 
cof) = | 200. ACCIDENT WAS UNDERLYING [1] ! | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter oly a injury in Part tar Port tl af item IB.) 
{ & | OR CONTRIBUTING LI CAUSE OF DEATH 
\. & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

© ]20e. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED —|20e. PLACE OF INJURY {Hame, farm, 120 (City oF town) {County) (State) 

6 

= 


alive an_, 


Pa ne ADDRESS (Street, city or town, state} aa DATE SIGNED 
stn 11 Pt oerel m0. ang. A ch S540 


ss of ithe Ard A Sie Sia" MMhaAveh iLO ee 


ATTENDING PHYSICIAN: The low requ’ 
by the hospitol or ottending physician. 


~ 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the ottending physicion ond complete! 


page 3 should be detoched for use os the burial-tronsit permit. 


ae 
rd: ally ey Bie Go Lee llores, oe 
i Te Za SEE 2ho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


pare DEC 1 ¢ '60 Cuthun L Kaasnal 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
13678 CERTIFICATE OF DEATH sonia, LOGY 


1, PLACE OF DEATH 2. et ns RESIDENCE (Where deceased lived. If institution: Residence befare admission) 


re A) 2 COUNTY Carroll MARYLAND STATE Mary land b.COUNTY Carroll 
K 


b. CITY OR TOWN (IF ounide corporote limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write ye ‘ond give nearest town) 
RURAL ond He Paes esti. af 2 4 
Rural, nster 75 Years Rural, Nr. Westminster , 


d. NAME #4 HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS ©. 1S RESIDENCE 
ON A FARM? 


Westminster, Md, R. D. 1 Westminster, Md. Ro D. 2 7 vs 0 NO 


3. eae oe First Middle Lost 4. oe Manth Doy Yeor 
(Type oF print) Blizabeth —_ Crouse veatH December 11 ig 60 
9. AGE {In yeors IF UNDER | YEAR] IF UNDER 24 HRS. 
lost bisthdoy) [Months] Days Min. 


pivorceno] | June 19, 1860 100. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of working fife, even if retired) 


z Housewife-Housework Retired, Own home. Carroll County, Md, U.S Ae 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
iC heed Joseph L. Sharrer Matilda Sholl1 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO, |17. INFORMANT Address 


{es 4 or unknown} | {I yes, give wor oF dates of service} 


fter death: Poge 4 
the funerol director, 


a 
Poges 1 ond 2 should be filed with 


® 


igned by the ottending physicion and completely filled ii 


None Mrs, Airy Bish, Westminster, Md. R. D. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (a) UNTERY A eepeerer 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE Cavs fo) (AU C1 gon j OWE Zrrw, 


/ S ~f DUE TO 
Conditfors, if ony, which by 


0 
gove rise to immediate 
cote (0), stoting the under, ( OUETO 
lying couse lost. (e) 


Paar I. shila SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a}/19. pale ead eel 


A972. Ree : Yes {] NO 


20a. ACCIDENT WAS_UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I} of item 1B.) 
OR CONTRIBUTING () CAUSE QA/DEATH —_ 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Ooy, Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY IHome, farm, | 20f. (City or town} (County) (Stote) 
age: erat ray ite, «er Ahk —  foctory, street, affice bldg., =) ' Ke 
p.m. = i jal work [-] of work [7] - ~ es 


a. | certify thot I attended the deceased fromllids _ oocs WP, to é - 19 2),that | last saw the deceased 


, and that death occurred at Z M, from the causes and on the date stated above. 
Z F ADDRESS (Sireet, city or town, stote) DATE SIGNED 


Then please remove corbon popers. 


oN 


MEDICAL CERTIFICATION 
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d by the hospital or ottending physician. 


ECTOR: After this cer! 
poge 3 should be detoched for use os the burial-transit permit. 


ACTUAL 
SIGNATUR 
PHYSICIAN'S 
NAME (Type “ / 3; MLK 
To. BEN ae Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specit : 
Burial 60 Kriders Cemetery Nr, Wesjtmi z O 
‘AL DIRECTOR'S SIGNATURE b: ADDRESS ‘2da. REC'D BY REGISTRAR | 24b. rec s SIGNATURE 


VS AIS (4) ANS a ie ee 7, Littlestown, Pas |oaPEC 14 '60 Onthag £ Mah 


1SM 9/S5. 


hf 


moy be re 


TO FUNERAI 
the registror prior ta buriol, cremation, ar removal, and in ony event within 72 hours ofter death. 


TO HOSPIT. 


MARYLAND STATE DEPARTMENT OF HEALTH 
= OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 3 6 4 g 


13679 = OF DEATH 
. If institution: Residence before admission) |” 


. PLACE OF DEATH / t~” USUAL RI ICE (Whi 
wt 0. COUNTY VC MANN ole Mapvianee || STAN we: wy b. COUNTY of = 
Ie 
wae 


—_ 


death. Poge 4 
funeral directar, 


Spy TOWN (If Gh rote limits, write | ¢. LENGTH OF STA’ e “yy ide’ corporote limits, write RURA) i rest town) 
sed 13 ve a frert tt 
Aut OF HOS L (it pot Pee ar TREE 24 «13 RESIDENCE 
Wass a oi “AZ oe Eekba Vn Aceh’ | Bare 
|Z. NAME oF 7 7 Middle 4. DATE a " Year 
sees Mi Ay CUNNING ANY tom f2"- Z7 — 360 
5. SE} 6. & E | 7. Married [) NEVER ARRIED IR | 8. DATE OF BIRTH 9. AGE (In yeors iF UNDER 1 YEAR] IF UNDER am Hq 
thdoy) [Months] Doys | Hours 
PEMAL é spe Ay te WIDOWED [] DIVORCED xf =] yi PA yes. 
Wo. ut AL ELI (Giy Sine of work fon 10b. KIND. oe OR INDUSTRY | 11. "DA. foreign country) 12. ie pal a 


fa er 
13. en RA WK yw, Ada She - ; ERS MAIDE! thc Caryy MC 
i oar 


[: M 
ye WAS, ity, \"* ‘Sr geld ig ys 16. BOCIAL SECURITY NO. 
hn Misetptsere wrote! Soca 
4 | Z S20 97-G8 2 Z urs 
18. CAUSE OF DEATH [Enter only one couse per line Ordo}, aes 9. 
PART I. DEATH WAS CAUSED BY: aha bY 
IMMEDIATE CAUSE (0). 
3 Fy ah 4) , ry) DUE TO 
Conditions, ifony, whi 


gove rise to ra 


r 


Pages } and 2 should be filed with 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by 


event, within 72 haurs after death. 


Mer 


Pel eit tol BETWEEN 
T, AND DI 


Then please remave carbon papers. 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs. 
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Es 
no) 
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ae 
“ Q 
SE i DUE TO 
gE couse (0), stoting the under- aly! f e ay foSJe LJrf 
Bk lying couse lost. a Grek A ? VEG? 
i=. oO 
2 noe rad 2 eh CONG Lope a UTING TO DEATH BUT NOT a 'O THITERMINA\ fs TIO) ie IN Pat Vol. 
ican ( 
2333 24 ran HVE 116 LAM Cie. bi Vest bret 
ase ae = ae tome e dee sap INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 18.) 
£ © 4 5 
Eggs & [ (IF EITHER, NOTIFY MEDICAL EXAMINER) 
br] eA 
S535 & [20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) (Stote) 
5 2 et = Heo waka While Not while foctory, street, office bldg., etc.) ! 
3e?? = 19 lot work [-] ot work 5 
== S58 — ) 
3 Se. al =A Sr hospit. Le ded the deceased fram:: a ae cele = J a m9 thot Lar we) last 
H 
3 = saw the deceased alive an i dit D and that death zed eM, Me the causes and an the date stated obave 
=oa8 To. SIGNATURI ee HE 2. DATE 
>e oO 
< ATTENDING MED, STAFF 
>. go NA 44 7% 6 Keb lr M.D, | PHYS. Director C) PHYS. 1) 
tsu0 : Ne Paice! $ 22d. ADDRESS 
2512 (Type), 
ge2s Konstantin WEBER M.D. | ~Oak Street 
BSE¥OD Mo: BURIAL, CREMAFION, [295 DATE THEREOF 
9,5 3% eI ify) 
S52 3-/9b/ 
ofo BE] a 
ts 24, FUNERAL DIRECTOR'S GKGNATURE 25a. REC'D BY REGISTRAR | 2b, REGISTRAR'S/ SIGNATURE 
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MARYLAND STATE DEPARTMENT OF HEALTH 
“foe > IVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
13680 13649 


CERTIFICATE OF DEATH 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
9. COUNTY 0. STATE 


Carroll peices Maryland fag CES > gany 


b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 


Sykesville Tyr.9mo.1da. Rural - Cumberland Rt. # 2 O/X- o& 
d, NAME OF HOSPITAL (if not in hospital, give street address) TT d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital DeHaven Road ves &]} Noo 


|. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED 


itipe ovpiin) Amos Gugurtha DeHaven DEATH December 6 19 60 


. SEX 6. COLOR OR RACE |7. MARRIED fie] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Jos} birthday) [MA jn, 
Male White |wiooweot _oworceo] November 20, 1878 labor! | Months] Oars | Hours | Min 


val 


Poge 4 


¢ deoth. 
re funeral director, 


3 


ly filled in by 


eo 
Pages | and 2 should be filed with 
Oo 
— 
CY 


ithin 24 haus 


let 


yrs. 


10a, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 


Farmer (Retired) |Farm ewner Virginia USA, 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Galusha DeHaven Virginia Lamp 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO, |17, INFORMANT Address 


[Yes, na, or unknown) {lf yes, give wor or datet of service) 4 
No | - - Springfield State Hospital Records 
1B. CAUSE OF DEATH [Enter only one couse per line far (0), (b), ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH MESIAT caus: fo Gangrene of the ascending colon secondary to 3 hours 


DUE TO 
Conditions, if ony, which w_/ Thrombosis of the inferior mesenteric artery 3 hours 
gove rise to immediote 
couse (a), stoting the under. ( OUE TO , P 4 
lying couse lost. «)___Arteriosclerosis of the descending aorta years 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. WAS AUTOPSY _ 


Bebe ociated d urbance of metabolism, growth or nutri- PERFORMED? 
ion a D Be e ain ay ea h psycho 5 Ey on yes  No{] 


. Y 
20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port II of item 1B.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20f. (City or town) {County) (Stote) 
Hour 9. m. While Not while factory, street, office bldg., etc.) ! 
p.m. 19 Jot work [] at work (] ' 

21. | certify that (I) (this haspital) attended the deceased fram. Septe 1g 1260, December 6, 19.60, that (I) (we) last 


saw the deceased alive on December 519.60. ond that death accurred at? “the causes and an the date stated abave. 
Zo. SIGNATURE r 2b.DATE 
Ray, j ) ATTENDING. MED. STAFF 
VLAN .D. | PHYS. DIRECTOR L) PHYS. $x) 12-6~60 


A 
22c. PHYSICIAt 22d. ADDRESS 


NAME (Typ Agustin del Campo, M.D. 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 


MOVAL (Specify) 
Burial” | 12/9/60 Rose Hill Cemetery Hagerstown, Maryland 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR 25b. REGISTRAR’S SIGNATURE 


Charles L. George Cumberland, Md. bate pec 1.2 '60 Clathun £ Hash 
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Then please remave corboh papers, 
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may be retai 


the State Board of Health priar ta burial, cremation, or removol, ond in any event, within 72 


page 3 shauld be detached far use as the buriol-transit permit. 


TO HOSPITAL 


a5 
an 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 3 6 5 0 


CERTIFICATE OF DEATH 


1, PLACE on 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
a, COUN MARYLAND a. STATE UNTY Nn C 
A °) 


oan 


Poge 4 


‘Ledwith 


funeral director, 


r death 


b. CITY OR TOWN (If autside carporate fimits, write iE LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neores! tawn) 


RURAL ond give neorest tawn) 4 yr. 5mo. aha. Glen Burnie A» 4 r “2 


d. NAME “OF HOSPITAL (If nat in hospitel, give street address) L d. STREET ADDRESS e iB RESIDENCE 


OR INSTITUTION 
Springfield State Hosp. S, Broadview Blvd. eo aes) 


|. NAME OF First Middle Lost 4. DATE Manth Do; Year 
DECEASED 


i OF 
yee oe ent Willie Alverta Dennis DEATH Dec. 26 19 60 
S. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [RJ | 8. DATE OF BIRTH 9. AGE {in yeors [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
lost birthday) ie 
ema R wipoweo [] pivorceD [] 


10a, USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY} 117 BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


None Maryland United States 


43. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


George William Dennis Alice Dwyer 

ed WAS a mee U.S. fae 4 Feros 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
ee oe Nihal chante 
No | No Hospital Records 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and {c)-} INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 24 hrs. 


P 4 DUE TO 
Conditions, if ony, which o 
gove rise ta immediate 
couse {a), stating the under. ( DUE TO 
lying cause last. ©) 


50°F Past Ul. eare SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)| 19. Mies AUTOPSY 


foges 1 ond 2 should be fi 


ithin 24 hourg 
filled in b: 


yap 


Then pleose remove corbon\popers. 


the State Baord of Health priar to burial, cremotion, or remavol, ond in ony event, within 72 howrs_ol 


tronsit permit. 


PERFORMED? 
8 ‘ with an disord ho que ing yes] NOX] 
20a. ACCIDENT sia UNDERLYING a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part ar Part Ii of ‘tem 18.) s} 9) rase 
‘OR CONTRIBUTING LI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘ote hos been signed by the ottending physicion on: 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 1 20f. {City ar town) (County) {Stote) 
Hour a. m. While Nat while factary, street, office bldg., etc.) | 
p.m. 19 lat work [] ot work [) t 


21. | certify that (I) (this haspital) attended the deceased fram. 6-28 ast J2-26. r, 19.60 that (I) (weyost 
the dé&eased alive nDec, 26 19. 60, and that death accurred oil: a taf fie causes and an the date stated abave. 
zi gas Mb. Ales 
nAn wo ARE™S Boo HATO 12-27-60 
72d, ADDRESS 


ilse Kamm Sykesville, Maryland _ 


Bo. ——— CREMATION, as DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar county) (State) 
REMOVAL {Specify}. 


Burial | 12/29/1960__| Grace Church Cemetery Elkridge, Md. 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 2S0. REC’D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 


Eadlorn Kelpie Lael How co_Catonsville, Md. oaredAN A> ’61 Chntinnd F Foniah 
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by the hospitol ar ottending physicion. 


RECTOR: After this certi! 
poge 3 shauld be detoched far use as the buri: 


72c. PHYSICIAN'S 
NAME ee 


moy be re! 
TO FUNERAL 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 3 6 ia ri 


13682 CERTIFICATE OF DEATH 


ome) 


~ of 
® 3 > M 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
MN °. °. b. GOUNT te 
“32 Carroll MARYLAND Warylend ffont gomery 
Si fox b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 3 2 RURAL and give neorest tawn) s c 
3 §2 Sykesville 3mo. da. Silver Spring 153 4- 
im 2 [fs NAME OF HOSPITAL (IF nat in hospital, give street address) @. STREET ADDRESS «IS RESIDENCE 
Mus § OR INSTITUTION f x 5 ON A FARM? 
8 5S Springfield State Hospital 11703 Highview Avenue yes (] NO fi) 
2 = 5 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
= -. 
Porsce {Type or print I ce Dolan ceatH == December 7 19 60 
= > 33 5. SEX 6 COLOR OR RACE |'7. MARRIED PX] NEVER MARRIED [_] | 8. DATE OF BIRTH 9. AGE {In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3 35 5 lost birthdoy) [Months] Days | Hours | Min. 
beens Female White [wow eptember 8, 1887 yes. 
2 3 a ra 100, USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
eee Gus during most of warking life, even if retired) we 
3 pct, Housewife - Tllinois U.S.A. 
oh . 3 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
shy 
s ace | John Connell Bridget Cowley 
a rig oS 15. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
= SE&¢ Vie: neue Tif yes, give wor oF dotet of service) 
& ets No | = Springfield State Hospital Records 
3 28 = 1B, CAUSE OF DEATH [Enter anly ane couse per line for (a), (b), ond (¢)-] INTERVAL BETWEEN 
Bote oh PART I. DEATH WAS CAUSED BY: . : Oe ee ee 
sue ae - IMMEDIATE CAUSE (o) Multiple abscesses in lungs and kidneys days 
5 £85 S DUE TO 
= Fag Conditions, if any, whith Probable septicemia weeks 
‘Sui 3 ig gove rise to immediote DUE TO 
ge cause (o}, stating the under- 
gets ipngiea ash infected decubitus ulcers 
£628 Hyigpiccussionts: 
z 9 $ 5 2 3 Pat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19. Raid ae 
2355 = “ : 
oeaes =| C.B.S. assoc. with circulatory disturbance, with psychotic reaction ves @] No) 
2 £ y 
Fones = 200. ACCIDENT WAS UNDERLYING C]__ | 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
253.0 © | OR CONTRIBUTING L) CAUSE OF DEATH 
ag 3 2 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2asas & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
5 2e8 ai ouraecunn While Not while factory, street, office bldg., etc.) i 
xpi? = p.m. 19 Jat work [J ot work [J { 
"aay DEO ? a : 
2 Ae Da 21. | certify that (I) (this haspital) attended the deceased fram September _ 1a 2h fa December 7, 19.80; that (1) (we) last 
i 
Pa 3 3 = saw the deceased alive an December 71960, at death accurred onthe AM he causes and an the date stated abave. 
r=6 38 Mo. SIGNATURE 4 \ 22b.DATE 
57° / ATTENDING MED. STAFF SIGNED 
e Q 3s 4 Ru y) ( | PHYS. 1 __pirecror PHYS. 12-7-60 
= ‘eS 22c. PHYSICIAN'S ‘22d. ADDRESS 
= oS f 
2éo 38 | NAME {Type} J, Raynond Gladue, M.D. oe State Hospital 
e ode 
= oe 9a ee ee ee ee OE Eee wkesville, Maryland ____ 
BLY 3a. BURIAL, CREMATION, | 23b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, of county) {State} 
2 >B a? a re . 
ofott U. Dee.12/60 ARLINGTO ATTONA EM AR GTO R 
r= 


24, FUNERAL ioe ie lal 25a. REC'D BY REGISTRAR | 25b. REGISTRAR'S SI NATUR 


bate 72 Ay [cE p '60 CREA SE 


as 
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2s 
ae 


iM 9/59 


MARYLAND STATE DEPARTMENT OF HEALTH 


F. * i DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND i 
13686 CERTIFICATE OF DEATH 13652 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


0. COUNTY fer fet Us : Pec (ees ay) Bry [iced b. COUNTY _ w 


b, CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TO" (If outside corporote limits, write RURAL ond give nearest town) 


RURAL and give nearest town) - “> & 2i4y 
MtS/pons - Kura / week pa id the or-@_ DV f° 
d. NAME OF HOSPITAL {IF not in hospitol, give street odd , . 1S RESIDENCE 
OR INSTITUTION yy)” hos pe PAS BAG (oer Sas © ON A PARM? 
Kidge Koad 35/6 Garr /LOn ve ves) NO[] 
3. NAME OF First Middle lost 4. DATE Month Doy 
i + a z 
{Type or print) Wifliam ee afr ‘Deu oe ZY. DEATH ’ S 190 
5. SEX 6. COLOR OR RACE |7. MARRIED OM] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) 5 


Mele \whie |woowoty  ovorceofj | dune 20, 1902 59 rs 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLACE (Stete or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working Jife, even if retired) oO . % Ma: ei 24 
“Ada ee PA intey aryfarid fads 
13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME % 
~ oy 
ielllar Joseeh Dovelres zy Mary J. Flaherty 


1§. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY Ni 17. INFORMANT Address 


ee [nn 218-0 ty Willian J Devgherry Je MAA IY, 
7” JINTERVAL BETWE 


cael 


iled with 


r death. Page 4 
funeral director, 


letely filled in by 


Pages | and 2 sho 


within 24 hau: 


fers. 


\ 


Then please remave carbons, 


execul 
ey 
in\and ca: 
the State Board af Health prior ta buricl, cremation, ar remaval, ond in any event, within 72 hours after death. 


No 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond {c).} : EG 
PART |. DEATH WAS CAUSED BY: . os / - tod 
IMMEDIATE CAUSE (0) Lovenavze V4 gonm pes 4h yu ed jhe 
Lp 20.0 DUE TO ‘ ae 
<a , ae r ee: i a ee 
Conditions, if ony, which o A yteyio 3 tlevo#re Hea ved, Dz bars & LA | 
gove rise to immedicte func 


couse (0), stoting the under- 
lying couse lost. () 
Past Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. SASIAUIORSY 


yes] not] 


Oo 


MEDICAL CERTIFICATION 


200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED 206. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour 0. m. i Not while foctory, street, office bldg., etc.) | 
p.m. ot work 1 


21. | certify that (I) (thts haspital) attended the deceased ( A -19__.., that (I) (we) last 


saw the deceased alive on. De ce f __ who, and that death accurred a an the date stated abave. 
720, SIGNATURE Sao) 


AP es stl ATTENDING MED, STAFF 
LY! 7S. Cee é COEL ef M.D. | PHYS. SQ _dikector PHys. 2 
22. PHYSICIAN'S 22d. ADDRESS 


NAME (Type) uD Jz lw, AED sy oak Moy 


23a. BURIAL, cia DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, er cour (Stote) 


Buriat” Dee, 9, 1960 | Cathedral Cemetery Baltimore, Md 
4. F 


‘bhan DIRECTOR'S SIGNATURE ADDRESS 2S0. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


Dyer. Karamar: hol Park Heights, B apecg "60 |G tia Tat 
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page 3 shauld be detached far use as the burial-transit permit. 


moy be ret 
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TO HOSPITAL 


psa 
La 
a 
SS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
42H CERTIFICATE OF DEATH gina. GSE 


~~ e 
3 3% 1, PLAGE OF DEATH 2, USUAL RESIDENCE (Where deccared ved. If ilution: Residence before admision 
8 8 3. 3. b. COUNTY 
£ 33 »\ CARROLL MARYLAND MARYLANWD CARROLL 
£2 3% b. CITY OR TOWN (IF outside corporate limits, write | c, LENGTH OF STAYIN 1b || _¢, CITY OR TOWN [If outside corporote limils, write RURAL ond give nearest town) 
$ sa va RURAL and give nearest town) Ve, 2 
so Seca fEE 2 VEARS x EE AGIA # 
2 2 d. NAME OF HOSPITAL (If nat in haspitol, give street address} d. STREET ADDRESS e. 1S RESIDSAICE 
“ OR INSTITUTJON C ON A FARM? 
s | LET TF v5 NOB 
2 
= © 3. NAME OF First i Lost 4. OATE Month Day Yeor 
co DECEASED oF 
25 {Type oF prin) DAISY M YLL| om DEC. 20 19 
2 $. é 6, COLOR OR RACE 17. maRnieD [Z>REVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE {In yeor IF UNDER 1 YEAR| IF UNDER 24 HRS, 
; Min, 
EMALE|WH4 ITE |wooweo O oworceo MA y 32 1899 in 


12. CITIZEN OF WHAT COUNTRY? 


UNITED STATE, 


ind of work done|10b. KIND OF BUSINESS OR INDUSTRY [11, BIRTHPLACE (State or foreign country) 


even if relired) ARYL AND 


14, MOTHER'S MAIDEN NAME 


I JaspER L. Br00H% ELLA HogTon 


ie WAS Ca INU. $. a OR 16, SOCFAL SECURITY NO. | 17. INFORMANT ‘EB s E 
fes, po, oF unknown! | Yes, give wor or service! Af VE CHARLE s Dbz 


= Wei 
1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c}-] 


PART !. DEATH WAS CAUSED BY: 
, IMMEDIATE CAUSE (o] 
\ 


~~ { ° DUE TO 
. 


fler death. 


MARY LAND 


— 


Then please remove corbon popers. 


Conditions, if ony, which (o 
gove rise ta immediate 
cote (0), stoting the under: 
lying couse lost. to. 


DIA MeLcITUS NOEFIME. 


Part Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. Nee AUTOPSY 
“ El 


FORMED? 


S$ nog 


20a. ACCIDENT WAS UNDERLYING OJ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County} (Stote) 
FiduE ok ms Nites, Sor tts factory. street, office bldg., etc.) | 
p.m. 19 fot work [] ot work [] ‘ 
5 
21. t certify that | attended the deceased from OGTO REL, 19%2F_, ip PECEARE 19.412 that | lost saw the deceased 


alive on DECEMBER 251265, and that death occurred otf eM, from the causes and on the date stated above. 
y ADORESS (Street, city cf stote) DATE SIGNED 


AE ob Odialbuer,, jo hipee Boao 12-20-40 


MEDICAL CERTIFICATION, 


CTOR: After this certificate hos been signed by the offending physicion ond completely filled in 


be detached for use as the buriol-tronsit permit. 


‘ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours 
the registrar prior to buriot, cremation, or removol, ond in ony event within 72 hb 


by the hospital or attending physicion. 


nN 
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2323 | RRS D901 ~WELLIVER WESTMIMSTER MARYLAND 
Bes & \ Littac ged Cp LVELAPEMG Lbpihity LUODTUAW Le {7 . 
- \ 423. () ADDRESS ~ ‘da, REC'D RY REGISTRAR ‘2ab. REGISTRAR'S SIGNA) 
VS AIS. 2 J 24 PLAGUE: pate (MES 2 7 ’60 Ow ” 
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13654 


fore admission) 


peng 


nearest tows 


deceased lived. If institution: Ry 
b. COUNTY 


idence 


Wa MARYLAND 


fe RU L Jet 


v0 


death. Poge 4 


c. a OR TO} onion carporote limiyt, vy 


e. 1S RESIDENCE 
ON A FARM? 


wes z. 
‘spe Beale de | 


4. DATE nth y Yeor 
ou: A ‘i WOO 
B. DATE OF Bi 9. AGE {In yeors IF UNDER 1 YEAR) IF UNDER 24 HRS. 
Go /- f9s| 


bicthdey) [Months] Doys | Hours] Min. 
NESS OR aa BIRTHP, 


« 


ly filled in bye funerol director, 


Poges 1 ond 2 should be filed with 


Divorceo yes. 


fo 12. CITIZEN OF WHAJ COUNTRY? 
new vork| 77... 4 


vier “RA viet 


E Chea orforeign coy 


14. MOTHER'S 


aes 


CCOVTAS . 


eR fd Ts EL 


INTERVAL BETWEEN 


Then pleose remove corbon popers. 


the Stote Beard of Health prior to buriol, cremotion, or removol, ond in ony event, within 72 hours ofter death. 


MEDICAL CERTIFIGA 
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by the hospitol or ottending physicion. 
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TO FUNERAL DIRECTOR: After this certificote hos been signed by the ottending physicion ond complete 
poge 3 should be detoched for use os the buriol-tronsit permit. 


TO HOSPITAL 
moy be retoi 
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as 
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As 685 CERTIFICATE OF DEATH 
1, PLACE a eds Z Vl 
AME OF 
c Fim : ’ WA = de 
10b. Kil 
vw COhuTd So yy, of 
18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), ond (c]-] 
A ij DUE TO 


@) 


Coronary arteriosclerosis 


ONSET AND DEATH 
Ss 


heart disease 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
bs: 
». CITY 
+ 
q ily Ie ph in he 
0 / ” Bi f nity) ‘ yer, 
(Type or print) 
7. MARRIED DT] 
1 di 9 c, d) 
|: | during frag 0 o7 YOU ets ) 
fag 2) | (IF yet, give wor or dates of service) 
’ MEDIATE CAUSE fo) 
gove rise to immediate 


DUE TO 
(c) 


cause (a), stoting the under- 
lying cause lost. 


MARYLAND STATE DEPARTMENT OF HEALTH 
2, USUAL ¥/5 
. COUN é a pa 4 Pa 
TOWN (If outside con Cee : 
YRETOT 

y DECEASED 

10a. USUAL OCCUR, TION (Give kind af work dane} 

or ee IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. Wy 
PART |. DEATH WAS CAUSED 6 
Conditions, if ony, a 


years 
ma 


NI WSN 


7 Pant {I OTHER 
VENTE PVA, 


OR CONTRIBUTING O) CAUSE OF DEA 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


a ne CONTRIBUTING TO DEATH BU) Angee ea TO, 1) MINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Nga . 
YRAV ONE hk I, CPyive. WEANMEAY us ants O 


200. ACCIDENT WAS_UNDERLYING 4 20b. DESCRIBE HOW INJURY OCCURRED. ed noture of injury in Port | or Part I! of item 18.) 


—— 


20c. TIME OF INJURY Month, 
Hour 0. m. 


pom. w 


ot 


21. | certify that (I) yeas neepage ye the deceased fram. 


Day, Yeor | 20d. INJURY OCCURRED 
While 


20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) 


(Stote) 
foctory, street, office bldg... aa 


(County) 
Not while 
work [[] ot work 


= 19" hat (1!) (we) last 
whA and that death accurred at 4 cS; 


Hines the causes and on the date stated abave. 


saw the deceased alive son. 
Zo. SIGNATURI a 
bpan 'k 


2c. aaene s 
Ni (Type) * 
Konstantin 


mt 22b. DATE 
ATTENDIN SIGNED 


M.D. | PHYS. rie 


STAFF 
PHYS. 


Director 


Wider se 


WEBER MD 


230. BURIAL, CREMATION, 


mies 


23b. DATE THEREOF 


12/16/60 


Zc. NAME OF CEMETERY OR CREMATORY 
PARKLAWN CEMETERY 


Zid. LOCATION ay. lawn, or county) State) 


MONTGOMERY COUNTY, MARYLAND 


TEI 
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CERTIFICATE OF DEATH 
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MARYLAND 4 
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Dorp sew erp ile Mi b sing At ov we uh Yerk Rd. SON 
3. NAME OF idl 4. DA) 
pepeere Find Middle ; DATE Month Year 
{Type or prinl) Q =, o DEATH Deewhed 4 19 G0 
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ol 


with 


Ls Mes OF DEATH 


«oN Carroll gs MARYLAND [ 
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b. CITY OR TOWN (If outside corporole limils, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


Middleburg Westminster Ss 


d. NAME OF HOSPITAL (if nat in hospital, give street weees) d. STREET ADDRESS. e. . Reet 
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5. SEX 6 COLOR OR RACE |7. MARRIED [Sf NEVER MARRIED [-] |®. DATE OF BIRTH 9. AGE (In yeors |!F UNDER 1 YEAR] IF UNDER 24 HRS. 
male white lost birthday) Be hae 


wipoweo [] pivorceD [] yrs. 
10a. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign ou) CITIZEN bes Pie WHAT COUNTRY? 
during most of working life, even if retired) 
Barber Westminster ed 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John H, Evans Lillian Barber 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, 0, or unknown) | IE yes, give wor or dates of service 


—= 245 ~t/ LES Mrs, Evans Westminster, Md. 
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ificate be executed within 24 hauy 


event, within 72 haurs after death. 


Then please remave carbon papers. 


, crematian, or remaval, and i 


Conditions, if ony, which eo 
gove tise to immediate 
couse (0), stoting the under. ( DUE TO 
lying couse lost, e 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART L 19. WAS AUTOPSY 
yes) NO 


200, ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port 1! of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) 
Hour 0. m. While Not miler foctory, street, office bldg. ge) 


lot work [1] at work 


MEDICAL CERTIFICATION, 


saw the deceased 
To. SIGNATURE a r 


ATTENDING ‘MED. 
M.D. | PHYS: DIRECTOR 


22d. ADDRESS 


ATTENDING PHYSICIAN: The law requires that the death cert 


by the haspital or attending physician. 


TO FUNERAL DIRECTOR: After this certifi 
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PEL 


poge 3 should be detoched for use os the burial-transit permit. 
the State Board af Health prior to buri 


may be re! 


23a. BURIAL, Cee 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 2 
7 GSCE Evergreen Mem. Gardens 


a. ee Lee Ss SPARS ra a DRESS 250. *eAR % REGIS RAR Sb. REGISTRAR’S SIGNATURE 
‘ 6 


nate nthe £ Hous 
DATE ‘ 
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ght Or ccarenest faa I DEPARTMENT OF HEALTH 
© o H IN OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ‘E& 
13687 CERTIFICATE OF DEATH 18657 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0. COUNTY a. STATE b. COUNTY 


Carroll eee Maryland Balto.City 
b. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL v" nearest town) J 
Mr Oi -# | 


RURAL and give nearest tawn) 2 ! 
Sykesville hmos.1day Baltimore 31 


d. NAME OF HOSPITAL {If nat in haspital, give street address} d. STREET ADDRESS . IS RESIDENCE 
OR INSTITUTION : ree a’ 4 © ‘ON A FARM? 


Springfield State Hospital 3h S. Dallas Court ves (NO Gt 


. NAME OF First Middle Lost 4, DATE Manth Day Yeor 
DECEASED 


- 
{Type ar print) Cora May Wardell Gordon beatH == December 30, 1960 
$. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] |. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR[IF UNDER 24 HRS. 
A lost gen Months} Doys | Hours | Min 
Female White wivoweo J __—ovorceo] | January 29, 1882 78 yn. 


10a. USUAL OCCUPATION (Give kind of wark ks KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast af working life, even if retired) 
Attendant in girls schpol - Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John Wardell Mary Lenthard Lennord 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


Tes, 90, oF unknown) | IIf yes, give wor or dalet of service) 


No = - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, {b), ond (c).) INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: cs 
IMMEDIATE CAUSE {0} a 


Lh a 3. q DUE TO 
Gon ditionis ieanyeew hich Ch Arteriosclerotic cardiovascular disease, 
gove rise to immediote 
cause {0}, stoting the under: ( DUE TO 
lying couse last. te) 

Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 


C.B.S.assoc.with cerebral arteriosclerosis with psychotic reaction, vet) Now 
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er deoth. Page 4 
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24 hour, 
led in by 
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(IF EITHER, NOTIFY MEDICAL EXAMINER) 
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20a. ACCIDENT WAS UNDERLYING 1) J DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part II of item 1B.) 
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pO 1960, 
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G : IgSPIED 
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“RURTAL, 1-3-61 Cemetery Woodlawn, Maryland 
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the State Board of Health priar to burial, crematian, ar remaval, and in any event, within 72 haurs after d 


page 3 shauld be detached far use as the burial-transit permit. 


may be retai 


TO HOSPITAL 
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oad 


MARYLAND STATE DEPARTMENT OF HEALTH 


SION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


8 CERTIFICATE OF DEATH 13658 


1368 
ts io OF DEATH 


’) 


2 Lea! RESIDENCE (Where deceased lived. 


Ly Law Pasian Let eg ll 


If institution: Residence before admission} 
MARYLAND 


dgive nearest tawn) 


{) 
PAI LIDAR f% 


d. NAME OF HOSPITAL (If not in poapia al, 


OR INSTITUTION 
42lktthl 


death. Poge 4 


Ne: 


® 


me funeral directar, 


XI 


ITY OR TOWN (IF outside corporote limits, write 


OA 


c. LENGTH OF STAY IN 1b 


LZ Yetta 


Cr) 


AL# 


give stre 


et address) d. STREET ADDRESS e. IS RESIDENCE 


ON A FARM? 


YES Oo 
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GOL4ZRET 


c. CITY OR Z (IF agKide corporote limits, write RURAL and give Neorest town} 


3. NAME OF 
DECEASED 
(Type or print) 


Fi 


AN MIE VIR VLE? 


irst Middle Yeor 


Pages 1 ond 2 should be filed-with. 


‘S. SEX, 


WII 


6. COLOR QR RACE 


Vit 


7. MARRIED [[] NEVER MARRIED [7] | 8. DATE OF BIRTH 


wipowep FY —divorceo 


9. AGE (In yeors 
lox ee) 
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Cet 


10g USWAL OCCUPATION (Give kind Df work dane| 


“i 
11. BIRTHPLA| 


(Stote or foreign country} 
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10b. KIND OF BUSINESS OR INDUSTRY 


4) 


goting most af working life, even A retire: 
$2072 = 
‘13. FATHER'S NAME yi * 


G 


Lp, Lott 
(ten. n0, ar unknown} UF 768, give war or doles of 
Me has 


15. WAS DECEASED EVER INT U. S. ARMED ix FOR RCES? |16. SOCIAL SECURITY NOF 


14, MOTHER'S MAIDEN NAME 
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17 ee ANT 


CPTLAIM HL: gs 
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PART I. DEATH WAS CAUSED BY: 


42 


Conditians, if ony, which 
gove rise to immediote 
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lying cause last. 
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IMMEDIATE CAUSE {a} 
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DUE TO 
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'H BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 
PERFORMED? 
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OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


|, crematian, or remaval, ond in any event, within 72 hours after death. 


ves (J No Px" 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port II of item 1B.) 


20c. TIME OF INJURY Month, Ye 
Hour a.m. 
p.m. 


Doy, 
it 


MEDICAL CERTIFICATION 
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‘ear | 20d. INJURY OCCURRED 
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by the haspital or attending physician. 


W772) and that death cit fram the causes and an the date stated abave. 
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mA,’ CLEWW 


230. BURIAL, CREMATION, > DATE THERE 
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we 
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poge 3 shauld be detached for use as the burial-transit permit. 
the State Board of Health priar ta buri 
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1, PLACE OF DEAT; 2. USUAL RESIDENCE (Where deceased lived. IF institution: Residence before odry 
°. COUNTY ARVN ©, STATE b. COUNTY ZZ 


er death. Page 4 
Ze funeral director, 


Pages 1 and 2 shauld be filed with 


within 72 hours after death. 


b. CITY OR TOWN (If outsige corpgrote limits, write | c. LENGTH_OF STAY IN Ib OR TO! (If outside pprporoteslimits, wzite RURAL ond give nearest town) 
RURAL ang! give ngaresyfown) y é ae 
KA ttle -_ {VCfone el Z] fps = = 
= JAME ‘OF HOSPITAL (\Mnot in hospital, give street oddress) f/ d. STREET ADQRESS e. IS RESIDENCE 
@ q 3 ON A FARM? 
EA ZA ‘ ves) Nop 


# SRINSTITUTION 
ES 3. NAME OF 7 First Middle 
(Type or print) # i £3 ALA AE 
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Lost [2 DATE Month Day Veor 
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9. AGE (In yeors [IFUNDER 1 YEAR] IF UNDER 24 HRS. 
winowen [] —«iDIVoRceD L6 / GOS” 
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ron USUAL WALI. roe kind of work done|10b, KIND OF BUSINESS OR INDUSTRY 


f, BIRTHPLACE (Stote or foreign Lo 112. CITIZEN OF WHAT COUNTRY? 
dugng most of working Ufegeven if retired) 
13, FATHER’S NAME 14, MOTHER'S: Fete 


SAtty Ynhee: 


15, WAS DECEASED EVER IN U. SfARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFO! NT Address 


te be executed within 24 hou: 


col 


Then please remove carban papers. 


ae 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). andy (c)-] : : INTERVAL BETWEEN 
€ PART |. DEATH WAS CAUSED 6 we 4 

= ) IMMEDIATE CAUSE (0) re, 

6 a DUE TO _ 

. Conditions, if ony, which o) Z <a F 
ro gove rise to immediote 

c couse (0), stoting the undes- ( DUE TO 

= lying couse lost. GZrttn1a— F 

5 ploinig covseslost. 

S Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOW RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| Y/ WAS AUTOBSY 
° 
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51) 20a. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enfer noture of injury in Port I or Port Il of item 1B.) 

5M OR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20e. PLACE OF INJURY (Home, farm, | 20. (City or town) 
factory, street, office bldg., se) { 


er a 
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(Stote) 


(County) 


MEDICAL CERTIFICATION, 


After this certificate has been signed by the ottending physician and completely filled in b 


poge 3 should be detached for use as the burio!-transit permit. 


.. 1960, that (1) (we) last 


ATTENDING PHYSICIAN: The law requires that the death certifi 


by the haspital ar attending physician, 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


c 13699 CERTIFICATE OF DEATH 13669 


mal 


~ se 
b a2 1. riage ope oS BEE aes (Where deceased lived. If institution: Residence before admission) 
& £3 B Carroll MARYLAND || & Maryland bCOUNTY Balto.City / 
3 o M b. cy ‘OR TOWN (iF outside ere limits, write aa OF STAY IN y ¢. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest town) Fr 

5 ond give nearest town! Ps e 7 
ee ‘Sykdsvitlé PNK] tks. Baltimore 2h =v OIn-t 
is 3 | ¢ d. INANE OF HOM ITAL (If nat in hospitol, give street address) d. STREET ADDRESS = 8 JRESIDENG 
we 0 b Sprincrield State Hospital 31) S. East Ave. ves CF] No PF 
2 6 3. NAME OF First Middle Lost 4. DATE Month Do Year 
ie (Type ar print Anna Vilma Gresdo DEATH og 
2 4 ype or print) 9 
: & 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [] | 8. DATE OF BIRTH ce eal le UNO LEA uno 2S. 

ion : 
Female White |woowen} ovoreog | June 28, 188R a 5) Mecis ol eletcsal aes 


10a. USUAL OCCUPATION (Give kind of work done 
during most of warking life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote aor foreign country) 12. CITIZEN OF WHAT COUNTRY? 


4 Housewife ATHOME , Czechoslovakia Czechoslovakia 
\). FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
} John Por uBsky Catherine HUSAR 
SS ie GEES ace ER Tepe gens 16. SOCIAL SECURITY NO. 117. INFORMANT Address 
No - 213~07-1287 Springfield Hospital Records. 


INTERVAL BETWEEN 
ONSET AND DEATH 


18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b), ond (¢).] 4 ee fp d. Zz 
PART. DEAT AS At eae io CL LE eosehidia {LAL KACAPL 
eM O DUE TO 


4» ¢.8, smnich Os ca Blip felrittys O CAAL 


Then please remave carban papers. 


the State Board of Health prior to buriol, crematian, or remavol, and in any event, within 72 hours after death. 


gove rise ta immediote f 
cause (a), stoting the under- ( CUETO 
lying cause last, r 


been signed by the ottending physician and completely filled in b: 


% a Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATHFBUT NOT SéTATED TO {HE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
%, Q : % Wy Fer 7s pie r 
= ra) ‘ake -. Sy oC a LCOCLEW NE “DEIIA C2tlAf ec. ves ene 
2 “J | [200 ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18) 
= & | OR CONTRIBUTING C] CAUSE OF DEATH 
& | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
ra) Hour om. While Not while foctory, street, office bldg., etc.) | 
3 p.m. 19 Jot work [J ot work ! 


ATTENDING PHYSICIAN: The low requires that the death certificate be executed wi 


by the haspital ar otter 


TO FUNERAL DIRECTOR: After this certificate has 


c.. - 
21. | certify that (I) (this age ee led the dgteased fram.__s2- 5 laa (toed , 192 ™ that (I) (we) last 
saw the deceased alive an _¢ 96: a 719. ©. ond that death accurred AGS from the causes and an the date stated abave. 
\ 220. SIGNATURE 22. DATE 
{ ATTENDING MED. STAFF SIGNED 
? Pa | PHYS 1__DirEcTor PHYS 
>_> ‘2c. PHYSICIAN'S 22d. ADDRESS ; 
NAME (Type) J, Raymond Gladue, M.D. Springfield Hospital, Sykesville, Md, 


poge 3 shauld be detached far use as the burial-transit permit. 


zi 

& 3 230. FeROVAIE MeO: 23b. DATE THEREOF '23c. NAME OF sc iilagen OR CREMATORY 23d. LOCATION (City, tawn, or county) {State} 
=3 2 Rak \a- 7 ~G0.\Wosy REPERMER Cem. W330 BELAIRRD, BALTO, MD” 
oz he, AN YY INERAL DIRECTOR'S SIGNATURE F (7 baat Bits THRN AVE ‘. 20. HEC FONR ‘25b. Ree rae 'S SI Pa 

BM ose) \) Ch <Axe bs eX KALA 24 P32 O- 24, M D DATE 


death. Page 4 
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may be retain@e by the haspital ar attending physician. 


funeral director, 


te has been signed by the attending physician and campletely filled in b: 


he burial-transit permit. 


Then please remave carban papers. 


x) 


MARYLAND STATE DEPARTMENT OF HEALTH ; 
ge 5 IVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND j 3 6 6 i 
1369 


CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
2 COUNT Gorroll PARRVeA 0. STATE Maryland COUNTY Garrol] 


TURAL ee ae TT] e 2 wks. Mt. Airy, 


d. NAME OF HOSPITAL (If not in hospitol, give street address} d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


"Sentral and gee Sts. / ves] No 


b. CITY OR TOWN (if outside corporote limits, wrile | c. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (IF ovtside corporote limits, write RURAL ond give nearest town) 


i ae i 4 pea Month Day Yeor 
(Type or prin!) ALICE Wee. veaty December 5s 1960 


S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Female White wivowen KX] ovorceoO] {May 5, 1875 3 ae! ia a 


yrs. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewite Domestic Maryland U. S. A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Asbury Burdette Elizabeth 


15. WAS DECEASED EVER IN U. S. ARMED. fom SOCIAL SECURITY NO. |17. INFORMANT Address 


“No.” [nL --------}+ Mrs. Stanley D. Mexley, Same as 1 


18. CAUSE OF DEATH [Enter only one couse peseline for (0), (b). ond (c).] » INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED 8Y: y Ga b it 
IMMEDIATE CAUSE (0). L 2 


Z LO 
uf o DUE TO = dF SF 
Conditions, if ony, which i Micetnntn ro 


ove rite to immediote 
eS DUE TO 


couse (0), stoting the under- 3S & 
lying couse lost. te) es $ Bec ted 
Past Il, OTHER SIGNIFICANT CONDITIDYIS CONTRIBUTING {fp DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 


PERFORMED? 


yes No] 


200. ACCIDENT WAS UNDERLYING (7 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Part I! of item 18.} 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY [Home, farm, 1 20F. {City of tawn} (County) (Stote) 


Hour 0. m. While INGIRitle foctory, street, office bldg.., edt 
lot work ["] of work 


21.1 certify that (I) (this haspital a the yy from... 1 \Seerritae. Epil ye that (I) (we) last 
sow the decegsed alive an. eek 19 42, and that death accurred on 3M, fram the causes and on the date stated abave. 


MEDICAL CERTIFICATION 


2%. na 


ATTENDING ED. STAFF 5 
Bie S. -§ Haw PHYS. MW Director CD) PHYS Cz Khe Go 
22d. ADDRESS 


NAME rp) Howard E. Hall, M. D. Sykesville, Maryland 


‘23¢. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 


Burtat"” (12-7-1960 [Pine Grove Cemetery Mt. Airy, Carroll, Maryland 


‘24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2So. REC’D BY REGISTRAR | 25b, REGISTRARS SIGNATURE 


C. M. Waltz, Winfield, Maryland oaTe DEC 7°60 tan £, Fiauh 


= 
—) 


MARYLAND STATE DEPARTMENT OF HEALTH 
a: 4 YS JSTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
) 


i 
faa 
= 


is necessary, 
irector. Page 


8 
no 


10s. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


ithin 72 hours after deat 


, MEDICAL EXAMINER'S CERTIFICATE OF DEATH 136 62 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where Taptond lived, If Tl inelitution:  Renience | before admi sion) 
, COUNTY e, STATE b. COUNTY v 
| Carroll PA ee ELEN S|. Maryland i 
b. CITY OR TOWN (if outside corporate limits, c, LENGTH OF STAY IN Ib ¢. CITY GR TOWN (If outside corporete limits, write RURAL end give neprest lown) 
write RURAL end give neerest town) 
_ Sykesville |5 mo. - 4 days Baltimore = __ Ve f- 
d." NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d, STREET ADDRESS | e. IS RESIDENCE 
ON A FARM? 
Springfield State Hospital, Sykesville || 4802 Althea Ave., Balto. #6 ves (] No] 
3. NAME OF First Middle “| re 4 Bat ce “Month — “Day Yaer - 
DECEASED 
mE George Christopher HALLAMEYER. DEATH pe) 10. —-1960 
5. SEX "]6. COLOR OR RACE! 7_ MARRIED K] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In yeors /IF UNDER T YEAR| IF UNDER 24 ARS. 
last birthday} |Months| Deys | Hours | Min. 
male white wivowen [_] Divorced [_] 6-1 13-89 7s | 


1Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


| Linotype operator Maryland _ = ra Bt 
|. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Frank A, Hallameyer . Ann Christine_ Ake ‘Datel ie Qe 
WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Addre: 
(Yes, no, or unkown) | (ifyesgiveweror detes of service) 
res._| First 1919 | 213-07-7807 | Springfield Hospital, Sykesville, Maryland _ 
¥8. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (e).] “a { Raid th Pare 
AND DEATH 
PART OFATH MeoiAtt cause e)_ Infarction of the colon, ~ a * Eas £ 
5 oS : DUE TO 
Conditions, ¥ any, whi ) Embolic of the mesenteric veins. == ‘ Ses 


geve rise to immediete cause 
{a}, steting the underlying 
cause lest. 


DUE TO 


)_Healing of right femur after surgical procedure. 


1 


| 19. WAS AUTOPSY 


Zz 
fe} 
Ee 
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g 
= 


VY 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 
PUG SEPOERTH, PERFORMED? 
CBS assoc. with senile brain disease with psychotic reaction. ves T@ Note] 
208. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert f or Pert Il of item 1B.) i 
PRIMARY [] or CONTRIBUTING 1] 
CAUSE OF DEATH. 
20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm, | 20f. {City oF town) ~ (County) (State) 


yr a me "Month, Dey, Yeer 
While Not While, fectory, street, office bldg., ete.) 


2 "10-166 19.60 |e! work [ot work KI Jard | Sykesville, Carroll Md. 
21. I certify that | took charae of the remains described above, held an Autopsy Inspection if Inquiry ns and in my opinion 


death resulted from: ‘Natural causes il Accident |, |, Suicide ie Homicide [ual Undetermined manner fl 
CHIEF MEDICAL EXAMINER [_] 


ACTUAL DATE ED 
sen James ] 70 Ce ap, ASSISTANT MEDICAL EXAMINER [“] SIGN’ 


DEPUTY MEDICAL eae 
ifo I * 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for 


please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the funer. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the St 


or its designated agent, prior to burial, cremation, or removal, and in any 


To serve Ween EXAMINER: This certificate should be executed within 24 hours after death. If any 


° 
7 


EXAMINER'S 
NAME (tye) James T, Marsh, M.D. Address (Streel, city, town, a, 
22e. BURIAL, CREMATION, | 22b. DATE THEREG) 22c. vy OF ale OR CREMATORY 22d. LOCATION (City, to ‘or country) (Stete) = 
(OVAL (Speciff) 
EL 4 CVYBLEC Sez ear Pe ee P ae HE. 
23." FUNERAL DIRECTOR Le 240, REC'D BY REGISTRAR | 24b. re 'S SIGNATURE 


vate DEG 1 4 '60 Cuthin £. finwe 


cosget [1 kill sae Bfon LAL 


1 


RS 
HEALTH 


is necessai 


® 


Pages 1, 2, and 3 to the funers director. Page 


Page 5 may be retained for your fi 
ds 1 and 2 with the State Board of 


24 hours after death. ff any 
72 hours after death. 


in 


In 


4 should be forwarded to the Chief Medical Examiner's Office along with fo 


TO FUNERAL DIRECTOFP: Page 3 should be used as a burial-transit permit 


please execuia the certificate, writing the word “pending” in pen 
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MEDICAL CERTIFICATION 


uy 


rial 


or its Rig prior to bur 


MARYLAND STATE DEPARTMENT OF HEALTH 
bi | gz 66% TICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


¢ MEDICAL EXAMINER'S CERTIFICATE OF DEATH 425 <— 
janice before Bdrfission) 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Resi 
7 INTY 


cou! % 
| Sebtimere Carroll MARYLAND wePy1land Be eLMOrG- Carroll _ 


Y OR TOWN (if outside comporete limits, ¢. LENGTH OF STAYIN Ib || c. CITY OR TOWN (IF outside corporate limils, write RURAL and give neores! lown} 
write RURAL and give nearest town} 


Mt, Airy Unknown XxX Ht. Ary 


| d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give sireet address) d, STREET ADDRESS 7 1S RESIDENCE 
ON A FARM? 


Mount Alry Nats’ |b ly yes [] No [3] 


Ki NAME OF 7 First “Middle “Last | 4. DATE “Month 
ECEASED 3 OF T 
(Type or print) Jos eph Re beatn D@Ce 


SEX | 6. COLOR OR RACE . MARRIED 6] NEVER MARRIED [] | 8» DATE OF BIRTH ms Meneses IF UNDER YEAR) IF UNDER 24 HRS. 
| Min, 


Male White | woowp[]  owvorceo[]| 4-21-1889 Woe. all ia | oe 


“IDs. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Retired ~- = - | Pennsyl¥ania U.S. AS 


113. FATHER'S NAME : “14. MOTHER'S MAIDEN NAME _ 


Charles Hess -Yatilda- =Shélman 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT _ Address 
(Yes, no, or unkown) | (Ifyesgive werordetesofservice) 


ak a Oh OF DEATH [Enier only one cause per line for (a, (b), end (c).] av F 7 INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY. 
IMMEDIATE CAUSE Onin, Sel bret Crkia Seite y HES nk | 
ae 
fy me DUE TO 


Conditions, if ony, whic (b)_ 
gave rise to immediete couse 


DUETO 


{e). ses =_. 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Te) 19. WAS AUTOPSY 
PERFORMED? 


Be 


2De. EXTERNAL CAUSE WAS ~) 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pact | or Pert Il of Item 1B.) 
PRIMARY [1 or CONTRIBUTING [J 
CAUSE OF DEATH. 
20. TIME OF INJURY Month, Dey, Yeer | 2Dd. INJURY OCCURRED | 200. PLACE OF INJURY (Home, form, » 20f. (City or town) ~ (County) (State) 
Agua While __ Not While feclory, sireet, office bldg., etc.) | 
et work [] et work [] | t 


p.m, 19 
21. 1 certify that | took charge of the remains described above, held an Autopsy im) Inspection Ee Inquiry bx. and in my opinion 
death resulted from: Natural causes Pa Accident iy Suicide fa}. Homicide a Undetermined manner Lal 


CHIEF MEDICAL EXAMINER oO 


ACTUAL DATE SIGNED 
SIGNATUR! mp, ASSISTANT MEDICAL EXAMINER [“] ’ z <i w PN 
EXAMINER’, DEPUTY MEDICAL EXAMINER fi ca I 


NAME (Type) Address (Street, city, town, or MON A ARRoLL J 


22e. BURIAL, CREMATION,| 22b. DATE THEREOF Mp. RS & CEMETERY OR CREMATORY 22d, LOCATION (Cily, lown, or country) —«(Stete) 


Buriat. (Specify) 
urial A oe 
he tog ptt 248, REC'D BY REGISTRAR | 24b. REGIST ARS SIGNATURE 
shee, WEA a Lae a oa geh 2 7 160 Chitwan £. Kin 


yar 


MARYLAND STATE DEPARTMENT OF HEALTH 


Y 


y 


TO FUNERAL DIRECTOR: 


ay Sy 


Springfield Hospital, Sykesville, Ma. 


Agustin delC¢fpo, M.D. 


23c. NAME OF CEMETERY OR CREMATORY 


Parkwood Cemete 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC:D BY REGISTRAR 
“6 FAR 


William Cook, Inc. 1217 St. Paul Street pate 


ad. LOCATION (City, town, or county) (State) 


Baltimore Co. Maryland 
25b. REGISTRAR'S SIGNATURE J 


Outk. 


1 3 sy" OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 9 6 § 4 
36 CERTIFICATE.OF DEATH 
~ ce Item 
S 3 ‘SS 1. eee DEATH af UsuAt RESIDENCE (Where deceased lived. If institutian: Residence before admission). 
a °. oS b. COUNTY ‘ 
=O 2 Carroll eileen! Maryland Balto.City 
£ Be b. CITY OR TOWN (IF autside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) » 
8 s2\ 3 RURAL ond give nearest tawn) 6 4 ny 
2 E2\L\ Sykesville Mos.20 day Baltimore 6, Md. 3a ¥ ¢ ; 
fat = d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
> % OR INSTITUTION ‘ON A FARM? 
wey _ | Saringfield State Hospital 5431 Hilltop Aves ves ENO 6 
2 = 5 ,] 3 NAME OF First Middle Lost 4. DATE Month Year 
€ ee iipcetaierin’ Lewis Frederick Justice | pdeata December 1, 19 60 
2c =e $. SEX 6. COLOR OR RACE |7. MARRIED [4 NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE ( (rnaers if UNDER 1 YEAR| IF UNDER 24 HRS. 
ae: Ae 3 . m me Month: Da: in. 
é Sy2 Male White |wioowe pivorceo [] Dec. 21, 1882 ag a Ra eee Min 
3 4 a ra 10a, USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 $83 during most of working life, even if retired) 
$3 pee House painter - Maryland U.S.A. 
4 ‘s 2 & 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Soc 
o oO ‘= 2 : s 
B Bet William E. Justice Mary Carter 
= £a3 1S. WAS DECEASED EVER IN U. S, ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFORMANT Address 
z 
5 a E (Yes, no, of unknown}, yes, give wor or dotes of service) A 
ote fis al = Springfield Hospital Records 
a, 
3 g 2 3 1B. eg ork Toma osm per line for (0), (b). ond (¢).] INTERVAL BETWEEN, 
cae ag Lb  OSANMMEDIATE CAUSE (o)___ACUte myocardial infarction hl days 
£ bf 
5 £25 ! ~ | DUE TO 
aM 4 Conditions, if any, which () Coronary artery disease Years. 
$s BES gove rise to immediote 
Se i teneG couse (0), stoting the under. ( DUE TO 
fetse lying couse lost. C) 
©seseg peak EE 
z 2 3 5 ¢ a Paar Il, OTHER SIGNIFICANT Be ag [TRIBUTING TO DEATH ce NOT RELATED tho ou INAL NS LL ITION Gt ry as sou Uy 19. WAS AUTOPSY 
eee | C.B.S.assoc.with cere ral arteriosclerosis wi quatityane pir a 
Soil} 3) = 
> cae ier H ‘ = |200. ACCIDENT WAS UNDERLYING 1) . DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part ! ar Part Il af item 1B.) 
25500 se & JOR CONTRIBUTING [] CAUSE OF DEATH 
<5 ££: © [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Z oes & ]20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Hame, farm, | 20f. (City or town) (County) (Stote) 
este a Hour o.m. While Not while foctory, street, office bldg., etc.) ' 
z5:? = pom. 19 lat work [[] at wark 
©3552 
2285 2). | certify that (I) (this haspital) attended the deceased fram._. e a - 19-_-_, that (I) (we) last 
o2f%2 60 
ae q saw the deceased alive an. December 20, _¢ and that death eat. a 204Mrom the causes and an the date stated abave. 
G2 
£253 “LA bere. ATTENDING E STAFF = SIGNED 
MED. 
<2 3 £44 SF M.D. Director C) PHYS. CX 12/21/60 
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B 
ry 
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the State Board af Health priar to bur! 
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moy be reba 


TO HOSPITAL! 
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ter death. Page 4 


dl fu 


Pages | and 2 sho 


Then please remave carban papers. 


the registrar prior ta burial, cremation, ar remaval, and in any event within 72 


ate has been signed by the attending physician and completely filled in 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 ha’ 


xd 


may be retaiMed by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certi 
page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITA! 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


13694 CERTIFICATE OF DEATH oy 13664 


as 


a Rael 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
a, COU! KGS 0. STATE b. COUNTY y 


b. CITY OR TOWN {If outside corporote limits, write 
RURAL ond give nearest town) 


¢, LENGTH OF STAY IN 1b c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 


SY 61-4 


_Sykeeville 2 years 4 mos Baltimore #7 —¥ 
d, NAME OF HOSPITAL {if not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
) ‘OR INSTITUTION ON A FARM? 
iq prinefield State Hospital 5206 Oak me yes NOFX 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED | OF 
ites eee! Katherine Elizabeth Shipley KELLER DeATn 22 2 1960 
S. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
last birthdoy) Min, 
female white wipowep OIVORCED [} 6-75 85 é# yrs. 
a 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during most of working life, even if retired) 
3 Housewife Maryband U.S.A, 
* 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
I John Taylor Shipley Emma Bowen 
1s. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, no, oF unknown) | AIF yes, give war oF dates oF service} 


Springfield State Hosp., Sykesville, Md. 


z 
Q 
i 
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re 
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INTERVAL BETWEEN 
ONSET AND DEATH 


days 


V8. CAUSE OF DEATH [Enter only one couse per line for (0), (6), ond (c).] 


PART |, : 
TI DEATH MeSIATE Cave: fo) Bilateral Pneumonia 


“Fd y 4 DUE TO 


Conditions, if ony, which (, Old rheumatic heart disease with passive con- 
gove rise to immediate peat tion 
couse (9), stoting the under: ( OVE TO gestion. 
lying couse lost. 6) 
Patr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
CBS assoc, with senile brain disease, with psychotic reaction. yes) Nol] 
20a, ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
‘OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stole) 
Hour o.m. While Not while foctory, street, office bldg., etc.) | 
Pm. 19 jot work [] of work [J i 
21. 1 certify that | attended the deceased fram_8=7=59 ,19____, ta_12=23-6' -, 19.__,that | last saw the deceased 
alive an__ 2-23-60 __ Sli sage , and that-death accurred at. 9M .TM, fram the causes and an the date stated abave. 
a / . ~ e ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL F VA ry 
SIGNATUR PLA. 


PHYSICIAN'S. 
NAME (Type) 


20. BURIAL, CREMATION, | 22b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 


REMOVAL (Specify) 


B De 6,1960 one Chapel Cemetery Balto. Co. Md. 


STR 


ZaJFUNFRAL DMECTOR'S SIGNATURE // 7 ADDRESS See 2éa. REC'D BY REGISTRAR | 2db, REGISTRARS SIGNATURE 
G4 , WAAEetL ; 
DLAC ONE ty da Cut é tebe 2 oaTe DEG 2 8°80 een 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mnystes 
9) 


{3668 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


\, PLACE OF DEATH 2. USUAL RESIDENCE (Where decossed lived, If institution: 


1 
FOR ST 
HEALTH DEPT. 


2 abafor edmission) 


= 2 8. COUNTY a, STATE. b. COUNTY 
fs = 4 5 ___ManyLanD || WAZ tar aA AOE i Gs Mon, 
S$ c=e b. CITY OK TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN tb <. CITY OR TOWN (if ooh ja corporale limits, write RURAL and give nearest town) _ 
go sy 2 Ze ond PP £7 to Z YS . 
if hte LC Yet Vas Wrra 
|. NAME ©} KE, Zee rath [if not in hospitel, Give streat Address) TI e. 15 RESIDENCE 
ON A FARM? 


@ 


SG LE 
yy) oy pommel yy 


4 Bade 


Bron or rn) £4 STE LE VINE AN 6- DEATH Le yy, 960 


BSA SEX; 6, COLOR OR RACE|7_ MARRIED [~] NEVER MARRIED [Zi &. DATE OF BIRTH 9. AGE (In yeors /IF UNDER YEAR| IF UNDER 


Title wiooweD [] _olvorceo [] Get. Gog. 


1De. USUAL OCCUPATION (Give kind of work Db. KIND OF BUSINESS OR INDUSTRY | 11. saws (State or fofeign country) 


don’ during most of wi king life, hd it age 
SATU call 


last birthdey) 


Sh. 


‘Months | 


Doys [ 


72 


|| 12. CITIZEN OF WHAT COUNTRY? 


LM: La&SG- * 


Re Sane 4. MOTHER'S MAIDEN NAME 


ges 1 end 2 with the State Board 


21. I certify thet | took charge of the remains des: dabove, held an Autopsy Oo Inspection Inquiry and in my opinion 


death resulted from: Natural caused SZ) Accident oO Suicide iz Homicide mi Undetermined manner oO 
CHIEF MEDICAL EXAMINER [_] 


toed J . ieee &) Mp, ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
ae DEPUTY MEDICAL eXAMINeRZ] L& Ju / 
£0 


dross (Street, city, town, or county) 
22d. LOCATION (City, flown, or country] 


> 


oP i ‘OF CEMETERY OR CREM, 


72a, BURIAL, CREMATION, 
EMOVAL {Specify} 


22, DAT, THEREOF 


A paleol ys 


oie UNERAL ID, Le ‘24ah REC'D BY REGIST! 


Ligh spe, Leet i ea Leb oare DEG 1.3 '60 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retained for your ba 


please execute the certificate, 
or its designated agent, prior to 


? tol tt 


24b, REGISTRAR’S eae 
Cithen f. 


S 
2 
2 
® 
= 
ei 
o 
mol 
¢ 
ao 
a 
3 
Ly FAY 
a. y 
© 2 5 
oe aA fege“ ade oe 
OEE S ‘1S. WAS DECEASED EVER an ARMED mw =, 4 ZE- CURITY NO.| 17. INI FORM, 
3 4: f 
oe (Yes, no, or unkown) (iyesgivewerordetesotservice) ppt ¢7 
qf a eee Lhe gp caddy ee 
= = 18, CAUSE OF DEATH [Enter only ona causa par line for a), (b), © ‘end te) r IN AL Ke 
= Een PART I. DEATH WAS CAUSED BY: ONSET/AND DEATH 
=OEQ IMMEDIATE CAUSE (a) = Obie 2, aie _ = 
Set Pe) 
a Be CY | DUE TO 
£§3 é Conditions, if any, which (b) 3 ee * lk 
e408 DUE TO 
e385 
¢ 3 . . (el) 
a = g is PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle} 19. . WAS AUTOPSY 
to! = i sk ee a = PERFORMED? 
| Ee 
3 & 4 ves [] no RY 
3 © | 200. EXTERNAL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part Il of item 18.) * -  _——— 
ae 3 & | PRIMARY (1 or CONTRIBUTING [1D 
ae | CAUSE OF DEATH. 
£ z z 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, ' 2Df. (City ortown) ~~ (County) ~=Ss*=<“t*é‘*« Std” 
& 5 Piste Pater. While __ Not While factory, street, office bldg., etc.) | 
é g 9 at work [_] at work (_] { 
a 
3° 
H 
9 
# 
a 
° 
at 


To i ee EXAMINER: This certificate should be executed within 24 hours after death. If any 
writ 


1 


FOR STA 


HEALTH DEPT. 


is necessa! 


® 


PAEDICAL EXAMINER: This certificate should be executed within 24 hours after death, If any 
please execute the certificate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the funerat director, Page 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for your files. 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Board 


TO DEPUTY 


VS. AISME 
5M 7/59 


ithin 72 hours after death. () 


wil 


I, and in any ever 


‘cremation, or removal 


or its designated agent, prior to burial, 


Sy 
5 


Oo 


R9 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13.6.9 SMEDICAL EXAMINER'S CERTIFICATE OF DEATH 13666 
. Cel DEATH = va RESIDENCE (Whare daceesad oe al endorar before edmissio®) 
_manytanp ||” Maryland ‘ 


utside corporata limits, . LENGTH OF STAYIN 1b || ¢. CITY OR TOWN (If outside corporeta limits, write RURAL | and give — town) » 
write RURAL end give naerast town) 316 4 
(Buzal) Sykes ville __ 8yra.5 days  —S-s—-—: Balltimowe,Md. a theol 
d. NAME OF HOSPITAL OR'INSTITUTION [if not in hospital, give street eddress) | d. STREET ADDRESS @. IS RESIDENCE 
ON A FARM? 
Springf ield,State Hospital t 3821 Garrison Blvd, _ __| vs (1 no Be 
3. NAME O First Middle “Last 4. DATE Month Day Year 
DECEASED oF 
_MType or erat) Isador _ Jacob _ _ Kirsh bsg ie te 19 60 
5. SEX | 6. COLOR OR RACE] 7_ MARRIED] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
n = fast birthday) |"Months| Days | Hours | Min. 
wipowen [_] pivorceD [_] 29-08 52 yn 
10s. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stefe or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
dona during most of working life, avan if retired) 
i = . Ma _ryland USA 
. FATHER'S NAME E aon 'S MAIDEN NAME ‘ea - 
Loui J Rose Miller Mes 
- WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address rp 
as, 00, or unkown) | (IF yasgivawarordatasof service) 
bas — ____| Unknown __| Records Springfield Hospita 1 (State) 
18, CAUSE OF DEATH iy one causa per lina for (0), ry and (c 1a. ~ { INTERVAL BETWEE 
PART |, DEATH WAS CAUSED BY: OREO Se ROA @ 
IMMEDIATE CAUSE (a) 3 ft =" ra = imme 
00.3 DUE TOs ron op aryny with foe 
MX] Conditions, if any, which joie . = a : . xr: 


geve rise to immadiate cause 


{e), stating tha underlying f° OVE TO 


{e) 


PART rT OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT P RELATED 1 TO THE TERMINAL DISEASE ‘CONDITION G GIVEN IN PART Iie) 


“19. WAS AUTOPSY 


z 

2 PERFORMED? 
S|_____Seh4zophrenia__Rea_ct Paranoid type: f ves [] no (] 
& | 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE xO Foie OCCURED, (Enter nature of injury in Pert | or Part Il of item 18 4) 

E | PRIMARY CF) or CONTRIBUTING 1] ip 

@ | CAUSE OF DEATH. 

3 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20f. (City or town! (County) (State) 
a Hour "em. Whila Not While factory, street, office bldg., etc.) | 

2 Bt, 9 et work [_] at work [_] | 


21, I certify that | took charge of the remains described above, held an Autopsy . Inspection [2 Inquiry im} and in my opinion 
death resulted £76 Natural causes ay Accident ‘el Suicide im Homicide [a Undetermined manner cy, 


() af CHIEF MEDICAL EXAMINER [“] 
A Bete > eh map, ASSISTANT MEDICAL EXAMINER [7] y SIGNED 
> o—, DEPUTY MEDICAL EXAMINER A / [ i, Zo 
Lm ES / Mea R SH Addrass (Streat, city, fown, orcounty) a a id 


ACTUAL 
SIGNATURE 


EXAM 
NAME (Tike 


'22e. BURIAL, CREMAT! 22b. DATE THEREOF 22e. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or country) —~—~—~*(Stele) 
REMOVAL (Specify) 
BURIAL 12/9/60 Agudath Chaim_c 

23. FUNERAL DIRECTOR ADDRESS 24e, REC'D BY REGISTRARS SIGNATURE 


SOL LEVINSON & BROS INC.6010 Reisterstown Ra. | oanDEC 12 '60 Cnthun & Kash 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 3 6 5 ." OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 13667 


Lr Nag Seerstleaal al 2 rea eee (Where deceased lived. If institution: Residence before admission) 


Carroll ee * Yaryland j ffashington y 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY tN 1b c. CITY OR TOWN (IF outside carporate limits, write RURAL ond give necrest town) 
RURAL and give nearest tawn) ~ 4 


) 
Sykesville 2yrs.6m.19d. Hagerstown fe Biwae 
d. NAME OF HOSPITAL (ifnat in hospital, give street addrens) d, STREET ADDRESS e. 15 RESIDENCE 
‘OR INSTITUTION ON A FARM? 


Soringfield State Hospital 1922 Virginia Avenue yes C1] NOK) 


|. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
DECEASED 


(Type or print Ira Sylvester Kline beam December h 19 60 


6. COLOR OR RACE | 7. MARRIED [K] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Male White WinOMRET] sence] February 4 1877 Ace l Months By Hours Min 


10a, USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country] 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Laborer Tannery Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Jacob Kline Martha Swope 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
(Yes, 99, er unknown} | Uf yes, give wor or dole: of service) 


No - 215-09=73h7 Springfield State Hospital Records 
1B. CAUSE OF DEATH [Enter only ane couse per line for (0), (b], and (¢)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH MEDIATE cause (o)__ Myocardial infarction. ars-recent 


“2D / DUE TO 
Canditions, if any, which o Arteriosclerosis. years 
gave rise to immediote 
couse (a), stating the under. ( OUETO 
lying cause last. al 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) | 19. RS Wat 
CBS assoc. with senile brain disease without qualifying phrase. ves NoO] 


20a. ACCIDENT WAS UNDERLYING 1) Le DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 


— 


1 death. Page 4 
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Pages | and 2 shauld be filed with 


|, crematian, ar remaval, and in any event, within 72 haurs after death. 


Then please remave carban papers. 


-transit permit. 


OR CONTRIBUTING FJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or town} (County) (State) 
Hour o. m. a Not While factary, street, office bidg., etc.) | 
at work 


MEDICAL CERTIFICATION 


21.1 certify that (1) (this haspital) attended the deceased fram to_December_}). 19. 60, that (I) (we) last 


December i 1960 , and that death accurred at trom the causes and an the date stated abave. 


2b. sich, 
mo. [ANS N° O Bieector CPR (2-5 
Tic. PHYSICIAN'S 7d. ADDRES Springfield State Hospital 
NAF (ve) Apustin del Campo, M.D. i i 


23c, BURIAL, CREMATION, | 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (cin, town, of caunty) (State) 


Burgate"” | Dec. 7-60 Broadfording Cemetery Broadfording Maryland 


Oral c Ree ALD rg QTy 2Sa. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
¢ oe Chun £ fae 


DABEC 760 
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may be retain by the haspital ar attending physician. 


Page 3 shauld be detached far use as the bi 
the Stote Board af Health prior ta burial 


TO HOSPITAL 


a 
= 


=< 
Pred 
zp 
2 
& 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 3 6 6 8 


13697 CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
9. GOUI STATE 3 


Carroll marviand || Maryland * CHYtimore City 


b. CITY OR TOWN (If outside corporate limits, write | c, LENGTH OF STAY IN 1b <. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) = jp-2 


Sykesville lyr. limo. 20da.||__ Baltimore 13 2 a 


d. NAME OF HOSPITAL (If not in hospitol, give street address! |, STREET ADDRE: . IS RESIDENCE 
Oe INSTITUTION es) J ee TReeCOnNES ON A FARM? 


Springfield State Hospital 332 Chesterfield Avenue ves (No J 


3. NAME OF First Middle Lost 4. DATE Month Day Year 
DECEASED 


{Type or print) Fred William Klin gmeyer Bam December 6 1960 


5. SEX 6. COLOR OR RACE |7. MARRIED fi] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Male White wiooweD (] pvorceo | May 10, 1893 67 oe aeee ere eo ee 


yrs. 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 
Baito. Transit Operator - Maryland U.S.A. 


I ) u e 14, MOTHER'S MAIDEN NAME 


Henry Klingmeyer Sophia Volk 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a 


a ee B sawn te or 9r Sele oar 
No | - 213=10-0926 Springfield State Hospital Records 
1B. CAUSE OF DEATH [Enter anly one cause per line for (0), (b), and (<).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: a ee 
IMMEDIATE CAUSE (o._Bronchopneumonia, right lung, pyogenic, type 2 days 
purto undetermined. 


rl, A Se 


gove rise to immediote 

couse (0), stoting the under- ( DUE TO 

lying cause lost. (e) 
Past ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I{o} |19. ee a toene 
C.B.5. of Unknown or Unspecified Cause with Psychotic Reaction. ves No] 

2s. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of Port Il of item 1B.) 

OR CONTRIBUTING [] CAUSE OF DEATH 

WF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 1208. (City or town) (County) (Stote) 
Hour a. m. dyin ets onal factory, street, office bldg., etc.) | 


lat work [1] at work H 
Pee cember_6, 19.40, that (I) (we) last 
saw the deceased alive anDecember 5.1960. ond that death occurred atu! 


Caml 


r death. Poge 4 


i i & i ’ 
Pages 1 and 2 should be filed with 


is certificate has been signed by the ottending physicion ond completely filled in b 


funerol directar, 


Then please remave carbon papers. 


‘onsit permit. 


fram the causes ond on the date stated abave. 


22b, DATE 


a, dal Gem CATIONS 5 Meo HA 126-60 SM 
22d. ADDRESS. 
Agustin del Campo, ‘M.D. 
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by the hospital or attending physician. 


REMOVAL (Specify) 
Buria De 
24. FUNERAL DIRECTOR'S SIGNATURE 


Ulirich Fimeral Home 4210 


the State Board of Health prior ta burial, cremation, or removal, and in any event, within 72 hours after death. 


poge 3 should be detoched far use os the bur 


moy be retain 
TO FUNERAL DIRECTOR: After 
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TO HOSPITAL 


— 


=> 


by the haspital ar attending physician. 


may be reta: 


& TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and ¢ 


© 
3 


re funeral directar, 
1 and 2 shauld be fi 


Jy filled in by 


ui 


d with 


‘ 
ges 
feath, 


Then please remave carbon 


‘ansit permit. 
the State Baard of Health prior to burial, cremation, ar remaval, and in any event, within 72 


page 3 shauld be detached far use as the burii 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


13665 


13698 
1, PLACE OF DEATH 


2. COUNTY Carrell 


2. USUAL RESIDENCE (Where deceased lived. 
MARYLAND mast 


If institution: Residence before admission) 
b. COUNTY a 


b. CITY OR TOWN (If outside corporote limits, write 
wn) 


SIRE: 


au 
¢, LENGTH OF STAY IN Ib 


SI years Baltimore 


aa 


c. CITY OR TOWN [IF outside corporote limits, write SY AL 


ond give nearest town) 


{f Ol- 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) 


SpPineMlerva State Hosp. 


d. STREET ADDRESS 
I31I3 Asquick St. 


e. 1S RESIDENC! 
ON A FARM? 


3. NAME OF 
DECEASED 


(Type or print) Annie 


Middle 
e 


4. gs 
DEATH 


Lost 


Knight 


Yes [] No Bt 
Month 


73 2 bo 


5. SEX 6. COLOR OR RACE 


Feme ° 


7. MARRIED, 
‘WIDOWED, 


NEVER MARRIED [] 
DivorceD [] 


B. DATE OF ma”, 
not listed 


9. AGE (In yeors 


‘heer 


Months] Doys | Hours] Min. 


IF UNDER | aa UNDER 24 HRS. 


Wa. USUAL OCCUPATION (Give kind of work done 
uefa pp OF working life, even if retired) 


Md. 


10b. KIND OF BUSINESS OR ask BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


13. FATHER'S NAME 


Theodore H.Knight 


14. MOTHER'S MAIDEN NAME 


Elizabeth Hein 


15. WAS DECEASED EVER IN U. S$. ARMED FORCES? 


Yer, no, oF unknown} | UF yer, give war or dates of service) 


16. SOCIAL SECURITY NO. id INFORMANT 


Hospital Records 


Address 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond ()-] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 
DUE TO 


& y) 


Conditions. if ony, which (b) 


Yolvolus of the colon 


INTERVAL BETWEEN 
ONSET AND DEATH 


2 days 


gove rise to immediote 
couse (0), stoting the under- 
lying couse lost. 


DUE TO 
{) 


Bronchopneumonia 


20a, ACCIDENT WAS UNDERLYING 0 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


thss than day 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. hin eho 
Not] 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 


20c. TIME OF INJURY Month, 
Hour 0. m. 
p.m. 


MEDICAL CERTIFICATION 


21. | certify that (1) (this haspir) auaee 


saw the deceased olive an,-- VEC 


Doy, Year | 20d. INJURY OCCURRED 
While 
ot work [1] of work [] 


Not while foctory, street, office bldg., etc.) ! 


d the deceased fram.. 


(2) 


and that death accurred at. 


20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) 


(County) {(Stote) 


_ 19-~2, that (I) (we) last 


Rriethe causes and on the date stated above. 


720. SIGNATURE, 7“ 


Zhe 


eo MED. 


piRector (1) 


tL Nhe 


M.D. 


PH 


2c. PHYSICIAN'S = 


GEL. 


Pen ot Oe 


STAFF 


healt | 


22b. DATE 
SIGNED 


Bo AE 27/5 


Vat 


ere 


23a, BURIAL, Gee 
era ecify) 


‘23b, DATE THEREOF 


12-30-60 


23d. LOCATION (City, town, or county) 


Baltimore, Mid. 


(Stote) 


‘24, FUNERAL DIRECTOR'S SIGNATURE 


23c, NAME OF CEMETERY OR CREMATORY 
ac 
. REC'D BY REGISTRAR 


Greenmount (emet 
OAVEG 2 9 '60 


ADDRESS 


‘25b. REGISTRAR'S SIGNATURE 


Lthun © Sica 


Leonard J. Ruck 5305 Hargord Kd. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 3 6 7 n 


13699 CERTIFICATE OF DEATH 


a) 


= cs 
® 3 3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmision) 
2 oh 2. b. COUNTY 
= £8 MARYLAND 
. *e Carroll | Maryland Carroll 
= a] ry b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN Ib CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
g sf RURAL ond give nearest town) 
O53 8 
. eh Ka a 
Sm? 2 d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS %. 1S RESIDENCE 
ie \ OR INSTITUTION ON A FARM? 
28 j SLs x | ate 462 EB. Green St. ves (] No && 
6 NAME OF First Middl 4. DATE y 
-. DECEASED | Mer iddle bast Ds Month Day fear 
3% aie Edith Hannah Kress Lambert en “ 
os 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |8- DATE OF BIRTH STAGE ie Fee 
iS last birthdoy) 
£ Female White |wivoweo fg —divorceo January 12, 187 Alyy: 
¢ 100. USUAL OCCUPATION (Give kind af wark dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
5 during most of working life, even if retired) 
z Housewife - Maryland U.S.A. 
Rg 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Zz 
Leonard Kress Hannah Keefer 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 


(Yes. no, oF unknown) (IF yes, give war or dates of service) 


3 - Springfield Hospital records, 


1B. CAUSE OF DEATH [Enter only one cause per line for (a), b). and (c).] 
PART |. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (o}__Bronchonneumonia 
142950 


DUE TO | 


Conditions, if any, which )_Arteriosclerosic heart disease 


gove rise to immediate 
DUE TO | 


INTERVAL BETWEEN. 
ONSET AND DEATH 


3_days 


Then pleose remove corbon popers. 


the Stote Board of Health prior to buriol, cremotion, or removal, ond in ony ey6nt, wt 


couse (a), stoting the under- 
lying cause lost. (c) 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING JO DEATH BUT wr TED TO poneuae: DISEASE Ci Yon. GIVEN IN PART 1(a)|19. WAS AUTOPSY 
C.B.S.assoc,with senile brain disease Ww psyc! ¢ reaction. coe 
a 


tronsit permit. 


20a, ACCIDENT WAS UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


}20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while. factory, street, office bldg., etc.) | 
p.m. 19 lot work [] ot work H 


21, | certify that (1) (this hospital) attended the deceased fronanuary. ly _ , 1960, 1c December__12 19.60, that (1) (we) last 


saw the deceased alive an December 1.69. ond that death accurred ot.A_M, from the causes and on the date stated abave. 
Qa. SIGNATURE 22b. DATE 


“ 4 Of bce wo BREN SiReCTOR as. Ge wg os 
‘2c. PHYSICIAN'S: a ¥ AL 
NAME (Type) . Raymond Gladue, M.D, Springfield Hospital, Sykesville, Md, 


ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours 


by the hospitol or oftending physicion. 


RECTOR: After this certificote has been signed by the ottending physicion ond completely filled in b 


¥ 


TO HOSPITAL 
moy be retai 


230, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF GEMETERY OR CREMATORY ATION (City, town, or caunty) ~~ (State) 


poge 3 should be detoched for use os the buri 


TO FUNERAL 


ADDRESS: 25b. REGISTRAR'S SIGNATURE 


ate 


as 
=> 
Aird 
ra 

= 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, eee 


1370Q MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


1 
FOR STAT 


HEALTH DEPT. |G-hiace of peara 2, USUAL RESIDENCE (Where deceosed lived, If Inslitution, Residence before edmission) 
38.2 . COUNTY a, STATE b. COUNTY ‘ 
$235 | - Garrone — a" pes PSA SCAND Meryland ________s-iBaltimore City — 
sez B. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 

2 s S writa RURAL and glva naarest town) © >x 
28 _, Sykesville a3 _6mo, 21da, || ___ Baltimore 11 Vax 
> 5 d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give sireet address) d. STREET ADDRESS e. IS RESIDENCE 
— ‘ON A FARM? 
a0 Load 2 . 
g2 Springfield State Hospital ____ 2621 Elm Avenue ves [1] NO fy] 
265 8 Eat RS First Middla Last | 4. DATE Month Dey Yoer 
os OF 
£2e° i int 
og-s see Bessie __Amanda Langley| "4" December 9 19 60 __ 
oa 7es 5. SEX 6. COLOR OR RACE| 7, MARRIED [~] NEVER MARRIED [] | 5+ DATE OF BIRTH 9 SWAT IF UNDER 1 YEAR | IF UNDER 24 HRS. 
ware Months] Di H Min. 
Seng Female White wivoweD fx] ivorceto[]| March 14, 1880 80 Te | Thad ea 
ahve ‘De. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | i. BIRTHPLACE (Stala or foreign country) —_—*|'12, CITIZEN OF WHAT COUNTRY? 
BN dona during most of working n if retired) 
a 
go"5, |__Housewife eins 2 Mareland = -S— | U.S.A, 
2c 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
o 
& Lloyd Kidd _._|___ Susan Raleigh 
° 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT ‘Address i ri 


(Yas, no, or unkown} | (Ifyesgivewarordates ofservice} 


__No 


|) 1B. CAUSE OF DEATH [Enter only one causo per line for (a), (b), and le.) 


_Springfield State Hospital Records 
dae as 's oe 
PART |. DEATH WAS CAUSED BY: 5 as 

} ", WMEDIATE Cause lo) Peritonitis, acute, secondary to —_|anGan 
e OG x. DUE TO 
Conditions, # any, which tb) Pelvic abscess 
geve rise to immediela couse a 
(e}, stoting the underlying ( OUETO 


couse last. «_Perforation of infected diverticula of urinary bladder 


~ PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lla)| 19. WAS AUTOPSY 
Bae ured femur . 4 A PERFORMED? 
G.B.S. assoc. with cerebral arteriosclerosis, with psychotic reaction | kj xoO] 


20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part | or Pert Il of itam 1B.) 
Slipped and fell to floor 


2Dd. INJURY OCCURRED | 2Da. PLACE OF INJURY (Home, farm, | 2Df. (City or lown) | —~—~—«(County) (Stele) 
While Not WI factory, street, offica bldg., etc.) | 


at work (] at work Bel [Springfield Hosp.: Sykesville, Carroll, Maryland 
21. 1 certify that | took charge of the remains described above, heldjan Autopsy kl Inspection fx}, Inquiry fe], and in my opinion 
death resulted from: ‘Natural causes fx]. Accident [ah Suici (Eh Homicide im} Undetermined manner Oo 


He CHIEF MEDICAL EXAMINER [] 


Janes pls Marsh, M.D. Address (Streat, ¢ 
22b. DATE THEREOF = 


2De. EXTERNAL CAUSE WAS 
PRIMARY [} or CONTRIBUTING $2] 
CAUSE OF DEATH. 


20c, TIME OF INJURY — Month, Dey, Yeer 


MEDICAL CERTIFICATION 


ICAL EXAMINER: This certificate should be executed within 24 hours after death. If any d 


please execute the certificate, writing the word “pending” in pencil in Item 18, 


MD ASSISTANT MEDICAL EXAMINER Ea DATE SIGNED 
DEPUTY MEDICAL EXAMINER 12~-9-60 


town, or county) 


2d. LOFATION (Cpy, town, o country) “{State) 


22a. BURIA) EMATION,| 


4 should be forwarded to the Chief Medical Examiner’s Offica along with form PM3, 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Bo 


i OVALS ; 22. ME OF CEMETERY OR CREMATORY 
\ MOVAL (Spagity] 
° . | Aiea / 2/, 14166 ie tin, o— 
bn ‘. 23. Fu L DIRECTS a. fy .DBRESS 24e. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
vs. aise OY pg DEY ' gp DEC 15 ‘60 = 
5M 7/59 AN 3 Li Z 4 (Bez - | Date nth SP Pinta 


MARYLAND STATE DEPARTMENT OF HEALTH ; 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND i 3 6 7 2 


13669 CERTIFICATE OF DEATH 


_ PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admissian) 
a. COUNTY MART UNG 0, STATE . COUNTY 


P ai 


b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN 1b. z is, write RURAL and give nearest town) 


URAL ond give nearest town) 7, ASS aA — 
' jo. Ads x? 
d. NAME OF HOSPITAL {IF not in hospitol, give street oddress) STREET ADDRESS. i 15 RESIDENCE 


OR INSTITUTION Ff é j ZZ iw? os 4 ae % ee! a Pa 
. NAME First iddle lost 4. Year 
DRCCASED VEE, ES JE, KR SLO WPPRD LEO. ORE ian Le. s, we ~wbo0 


SEX 6. COLOR OR RACE |7. MARRIED EA-NIEVER MARRIED [] |8. OATE OF BIRTH 9. AGE-(In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


fost beth 
wibowed [] DIVORCED [] 2 / 490 Y) jost birt sal bik col Rea: Pegs 


10a" USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDYSTSY | 11, BIRTHPLACE {State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during post of warkiggylite, even if retired) : 
OLA. | ONG. 


13. FATHER'S NAME 4, THER'S MAIDEN) NAME 


Lic ZL. 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. JAL SECURITY NO. |17, INFORMANT Address E70 
(Yes, 90, of unknown) (iE yes, give wor or dates of service) yy Zz 
— | ——— 2Ke -of-19/ 4 


1B. CAUSE OF DEATH [Enter only ane cause per line for {o}, (b), ond (c)- INTERVAL BETWEEN 
fEoier on ee ae ‘ ONSET AND DEATH 


ras |. DEATH WAS CAUSED BY: pee 
7 a CAUSE (0) Qtkirccern Wu 


+6 G % DUE TO 


Se 
Conditions, if ony, . (by Cervre cated reened, 
geve rise to immediate G { 
couse {a), stating the under. ( OVE TO 


lying couse lost. ) 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) |19. Ndacle laut 


+ deoth. Poge 4 


Zs 
< 
— 


The funeral director, 


¥ 


ely filled in by 


Pages 1 ond 2 should be filed with 


ter death. 


= 


ecuted within 24 houry 


id cor 


x 


gned by the ottending physicion 


The low requires thot the deoth certificote be 


by the hospitol or ottending physicion. 


cf 
* TO FUNERAL DIRECTOR: After thi 


es 


200. ACCIDENT WAS UNDERLYING [), ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, | 20f. {City ar town} (County) (Stote} 
Hour 9. m. While Not while factary, street, office bldg., mo) H 
p.m. 19 lat work [[] ot work 


21. | certify that (I) (this hos) wee attended the deceased from., && BO ___. 1942, that (I) (we) lost 
saw the deceased olive on XO % 7 __ 1940 ond that death occurred ot 3A, * the couses ond on the date stoted obave. 
220. SIGNATUI 
4 Wee fo Oe Qi ATTENDIN MED. STAFF 
pera} . M.D. | PHYS. yaa) DIRECTOR PHys. () 
TIAHYSICAN® 22d. ADDRESS 


NAMEATypel nHMES 7 TF Marr 6 ¥e— 


230. BURIAL, CREMATION, 4 DATE THERE LL 
REMOVAL (pecify) 


is certificate hos been si 
MEDICAL CERTIFICATION, 


ATTENDING PHYSICIAN 


f 
3 
g 
: 
3 
i 
g 
rs 
a 
§ 
$ 
2 
= 
aE 
z 
© 
2 
5 
3 
e 
a 
3 
g 
$ 
e 
b 
g 
£ 
< 
8 
3 
3 
2 
8 
z= 
> 
° 
4 
° 
° 
Dp 
9 
g 


3 
3 
2 
§ 
a 
z 
= 
€ 
5 
os 
Fa 
6 
FS 
2 
= 
6 
° 
3 
8 
3 
2 
6 
(4 
eC 
3 
E 
i, 
b 
3 
5 
a 
2 
x 
a 
= 
cE 
‘oO 
40 
8 
2 
oo 
a 
e 
= 


moy be retal’ 


TO HOSPITAL 


24, UINERAL DIRECTOR'S: LZ 


2. een : 2b —'61 


—< 
2. 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 3 wyT OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 13673 


oa! 
h 


= ce 
& 3 = 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before its 
8 8 3. °. b. COUNTY 
= ag Carroll pA Maryland " 
—£ Beg 1 b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits >write RURAL and give nearest tawn) 
g 23 | RURAL and give neorest town} Wa 9 
5 5 
ea 8 days Baltimore #6 = 
3 ‘d. NAME OF HOSPITAL {if not in hospital, give street oddress) ‘d. STREET ADDRESS . 1S RESIDENCE 
a OR INSTITUTION ON _A FARM? 
~ 7p i ; , 
et 18) J Springfield State Hospital 5107 Hamilton Avenue ves) Nog) 
2 = 5 . NAME OF First Middle Lost 4. DATE Manth Day Yeor 
= Bo 
Giytar if int DEATH 
& 23% (Type or print) Mary Jose 2 LLOYD 12__ = = 26 -1%0_ 
E Ps S. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED (_] |B. DATE OF BIRTH 9. AGE (in yoo [IE is ye si UNDER a HRS. 
= are S janths ys jours in. 
5 tye) [_-fonale | white __|woowo3g _ovoeo (| _3-25-77 23m 
3 | ral \ 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
z §R5 during most of warking life, even if retired) 
x oN 7 4 Austria fA i a 
° soc 
@ OBR 13. FATHER’ 14. MOTHER'S MAIDEN NAME 
3 £28 ten tusky Johanna Th 
goes 
B Bot atus ohanna Thorne 
Pa ea 5 2, 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
= SEs He er oc WA. 1 ae, pew or cull BF servic) 
“4 2 ena | rinefiel 
3 fPE 18. CAUSE OF DEATH [Enter anly ane couse per line for (0). (b). and (c)-] INTERVAL BETWEEN, 
<0 2a e PART |, DEATH WAS CAUSED BY: 
2 S59 IMMEDIATE CAUSE (o)__Bronchopnevnonia 2-3 days 
5 28 ‘tio.o 
2 VE DUE TO 
oe ee TS 0 . 4 
= as Soa eau w_Arteriosclerotic heart disease. years 
8 ge 
Sy Ee e cause {0}, stoting the under. ( OVE TO 
verse lying couse lost. a 
z 2 g 8 ic 5 Part Il. OTHER SIGNIFICANT ues pene TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) | 19. Des A ae 
PROT = cereora 
0 Ble 
282s 6 rterjoselerosis, ves f¥ NoO] 
F202 5 ~~ | © [200. ACCIDENT WAS UNDERLYING []“*] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port Il of item 18.) 
So one S¢ | OR CONTRIBUTING LI CAUSE OF DEATH 
qevec.  J(IF EITHER, NOTIFY MEDICAL EXAMINER) 
o =o = 
2 3 5 < [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY cae ce 120. (City or tawa) (County) (State) 
= g ray Hour 9, m. While Not while es a eee, 
= 2 2 g p.m. 19 lot work (T] of wark H 
on ,28 , 
Paes 15 freee _, 19.40 that (1) (we) lost 
oa ® . . 
g $= saw the deceased alive an_. OR, fen The causes and on the dote stated abave. 
5 38 Zo. SIGNATURE = 7b. DATE 
~o wr ATTENDING MED. STAFF 
se 3s ’ G Z ¢ Li ZA . | PHYS. DIRECTOR PHYS. 12-2: (e) 
> ym ‘22c. PHYSICKANS, 72d. ADDRESS 
Y Pie 3 3 ! NAME (Type) 3 
So<¢e i y. 
ra ate V BE 
Fa ag oe % 4, | 230. BURIAL, TERE ‘2b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar county) (State) 
>>> ) ify) 
2 pe Fe | Baten” | 12/20/60. | Sacred Hear 
, 
- - 24. FUNERAL DIRECTOR'S SIGNATURE 6 Do ADDRESS 250. RES BY REGISTRAR 2Sb. REGISTRAR’S SIGNATURE 
. : 224 Eas : i Lit 
You 9739) BALT: weomee* DATE EG 3 360 Cnithua f Aiasa 
1SM 9/59 . Ou, Z 


MARYLAND STATE DEPARTMENT OF HEALTH 


é@ DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


1370? CERTIFICATE OF DEATH 13674 


2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admission) 
a. COUNTY @. STATE 


Carroll CASES Maryland » COUN’ Frederick 


b. CITY OR TOWN (If autside corporate limits, write ¢. CITY OR TOWN (If autside corporate limits, 4; RURAL and give nearest town) 


RURAL ond give nearest tawn) Vv 
Middletown 


Lf 
d. STREET ADDRESS 


—_ 


c. LENGTH OF STAY IN Ib 


e 23 days 
d. NAME OF HOSPITAL (If nat in haspital, give street address) 
‘OR INSTITUTION SS 


+ death, Page 4 


Su 


e. IS RESIDENCE 
ON A FARM? 


yes [] Nos] 


Month Doy Year 


December 2 19 6 


9. AGE (In years |IF UNDER 1 al IF UNDER 24 HRS. 


+ 


|. NAME OF 
DECEASED 
(Type or print) 


5. SEX 


4, DATE 
OF 
DEATH 


First Middle Lost 


6. COLOR OR RACE | 7. MARRIED NEVER MARRIED. Oo 8. DATE OF BIRTH lost birthday) 
rast bit jay} Manth: Do He Min. 

Male wipowep [] pivorceo [] August 23, 1877 od ses line al Qk 
Ta. USUAL OCCUPATION (Give kind af wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

during mast of warking life, even if retired) 

Night watchman creamery Maryland U ahs 
14. MOTHER'S MAIDEN NAME 
Amanda McBride 


13, FATHER’S NAME 
Uaknomr John L. Lutz Tarn 
16. SOCIAL 39-7604 17. INFORMANT Address 


1S. WAS DECEASED EVER IN U. $. ARMED FORCES? 
No 220-07-7 Springfield Hospital Records 


{Yes, 0, oF unknown) | UF yes, give wor or dates of service) 
1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b). and (c)-] 


INTERVAL BETWEEN 


Then please remave carbon pq 
jan, ar removal, and in any event, within 72 hourd afePeath. 


‘ansit permit. 


ART |. DEATH WAS CAUSED BY: 
UH. y.4 DUE TO 
Conditians, i¥ ony? whith 


gave rise ta i 
cause (a), stating 
lying cause lost. 


IMMEDIATE CAUSE (o)___ 


Bilateral bromchopneumonia 


ONSET AND DEATH 


(b). 


Nephrosclerosis, bilateral 


mmediate 


the under ( OVE TO 


{). 


days 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}, 
Chronic brain syndrome associated with cerebral arteriosclerosis 


9. 


WAS AUTOPSY 
PERFORMED? 


ves &] No] 


OR CONTRIBUTING [] CAUSE OF DEATH 


200. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injusy in Part | ar Part I! of item 18.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, 
Hour a.m. 
p.m. 


Year | 20d. INJURY OCCURRED 


Nat while 
‘at wark 


20e. PLACE OF INJURY (Hame, farm, | 20f. (City or tawn} (County) (State) 


factory, street, affice bldg., etc.) i 


mu 


Day, 


MEDICAL CERTIFICATION 


and that death accurred at" 


Ta. SIGNATUR 
Alo lat as 1 Ae A Cin iS M.D. 
CIAN'S ane. 


22b. DATE 
SIGNED 


5 
a 
2 
~ 
a 
& 
ra 
Es 
2 
2 
$ 
& 
s 
° 
8 
2 
°o 
at 
6 
8 
< 
5 
8 
3 
e 
= 
3 
i 
8 
3 
z 
2 
= 
2 
¢ 
2 
= 
z 
= 
-y 
a 
ig 
x 
= 
ry 
= 
a 
z 
Fs 
3 
S 
t 


by the haspital or attending physician. 


STAFF 


ATTENDING MED, 
PHYS. DIRECTOR [] PHYS. x 12—2~60 


Oo 


‘22d. ADDRESS 


F 


page-3 shauld be detached far use as the buri 


2c. PMLYS 
NAME (Type) 


Md 


(State) 


23a. BURIAL, 
pupae tseccin 


‘24. FUNERAL DIRECTOR'S SIGNATURE 


Geliet tn Ub 


23d. LOCATION (City, tawn, ar county) 


the State Board of Health priar ta burial, crem: 


may be reta 
TO FUNERAL 


.e 
250. REC'D BY REGISTRAR 


pate PEC 6 60 


TO HOSPITAL 


Sb. REGISTRARS SIGNATURE 


Cnthun & Kins 


aie 
La 
a 
Sz 


ia 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


13703 CERTIFICATE OF DEATH 13675 __ 


- PLACE OF DEATH 2, USUAL RESIDENCE (Whey deceared lived. If institution: Rgidence before odpision 
ag MARYLAND b. COUNTY 


b. SN Cen TOWN (If 9) gd serporote limits, pls LENGTH OF STAY IN/Ib eet? (IF outside co: te linajts, write RURAL ond give neorest town) 
: oe Seetel i inl 


d. NAME OF HOSPIT, IF not in de, give street addres: d. STREET ADDRESS. e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


ves] NoPE 


. Pea First Middle Lost 4. a Month Doy Year 
times HAR J RBELT Chih fA)\ Fam ge Va 
: 6. COLOR OR RACE |7. MARRIED PA NEVER MARRIED [-] | 8. iy OF BIRTH 9. AGE (In yor If UNDER 1 YEAR] IF UNDER 24 HRS. 
last bict! Manths] Days | Hours] Min. 
wipoweo []~ _vivorceo [] lateh3 |, /F' G2. 


100. USUAL CSA ile (ore bus ‘ay wark dane] 106, KIND OF BUSIS ESS OR, INDUSTRY | 11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
H 


Y.S.f-. 


{ 


(a 


er death. Page 4 
he funeral director. 


Pages 1 ond 2 shauld be filed with 


¢ 


th. 
S) 


Ligh 
14. MOTHER'S MAIDEN NAME 


dahwoerr? 


Address 


, within 72 hours after 


(yes, give wor or dates of service) 


INTERVAL BETWEEN 
PART |. Lag ll WAS CAUSED BY: QO 7 


4 f_- y f of mi AND DEATH 
IMMEDIATE CAUSE (0) fie) 1-17 et OO a OD" bo (oF , 
y puto // } : : — ; F ° Jf : 
Conditions, ifany, which ie BAL ) 4. 

gave rise to immediate | 


Then please remove corban popers. 


couse (a), stating the under- DUE TO. 

lying cause lost. ‘a 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIOMGIVEN IN PART 1(0)]19. WAS AUTOPSY 
oy / 3 , 

re : is yes [[] NO 


hysicion. 
te has been signed by the ottending physicion ond campletely filled in 


The low requires thot the deoth certificote be executed within 24 hauy 


ing p 


20a. ACCIDENT WAS UNDERLYING D) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20F. (Gly ‘or town) {County) {Stote} 
Poet 2, gies eine foctory, street, office bidg., etc.) | 
p.m, 19 ot wark [] at work [] I 


MEDICAL CERTIFICATION 


21. | certify thot (I) (this hospitol) ottended the deceased from, PZ 192. oS to Moe. 19%, thot (1) (we) lost 

saw the deceosed oliye on 2L£7 1920, ond that’ death accurred WK «trom the causes and on the dote stated obove. 

a aia As iis 2b.DATE 
X_V. fe cole Y ve eee Bass ofS /h-6C 

“Fic. PHYSICIAN'S 5 ae 22d. ADDRESS 


Sees Anal, flor ‘ 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF F CEMETERY OR, 


a be 
i 5 5 b ity, tow (State) 
/3-e-C0 Ned. 
re 3 2Sb. REGISTRARS SIGNATURE 


cat EC 1 9 '60 Onthua fH; 


by the haspitol or ottend 


\ 
y ATTENDING PHYSICIAN 
v, 
TO FUNERAL DIRECTOR: After this certifi 


3 
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page 3 shauld be detached for use os the buriol-tronsit permit. 


may be reto 


TO HOSPITA 


male 
=> 
2a 
mC: 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 35 36 


13704 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL Higgs {Where deceased lived. If institutian: Residence befare admission} 
a. COUNTY a. STAT b. COUNTY 
Carroll irs ind Maryland Carroll 


b. CITY OR TOWN (If autside carporate limits, write [ LENGTH OF STAY IN Tb c. CITY OR TOWN {IF autside carporate limits, write RURAL and give nearest tawn) 


RURAL and give nearest town) 
Frizelburg 40 years Frizelburg 


d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 


~ 3 


er death. Page 4 


e funerol director, 


». 


|. NAME OF First Middle Lost 4. DATE Manth 
DECEASED 


(Type ar print) Charles Walter Marker DeaTH December 


S. SEX 6. COLOR OR RACE |7. MARRIED G&] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. eee IE UNDER T YEAR 


Male White _|woowo _oworcto 1 | May 18, 1895 65 Ws. 


10a. USUAL OCCUPATION (Give kind af wark ae KIND OF BUSINESS OR INDUSTRY | 11. 8IRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast af warking life, even if retired} 
O11 Company Maryland U.S.A. 


Pages 1 and 2 shauld be filed with 


haurs after death. 


Truck Driver 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Charles S. Marker Cora Segafoose 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? i. SOCIAL SECURITY NO. |17, INFORMANT Address 


(Yes, 80, oF unknown) UF yes. give war or dates of service) 
16-03-5950 _| Mrs. Alice Marker, Westminster, Md. RD. 


no 
18. CAUSE OF DEATH [Enter anly ane couse INTERVAL BETWEEN 


ine far fo}, (b). q 

Pasaline far {0}, (b). and (¢)-] ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: * $ 
z EDIATE CAUSE (0), “ ‘Lo 
S7 DUE TO 


Canditians, if any, Which rf 
gave rise ta immediate 
cause (a), stating the under- ( OVE TO 
lying cause last. e 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
yes [] NO 


‘bon papers. 


thin, 


Then please remove 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il af item 18.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INIURY Manth, Day, Year | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn) (County) (State) 
Hour a.m, While Not while factary, street, office bldg., etc.) | 
p.m. lat wark [_] at wark 


MEDICAL CERTIFICATION, 


21. | certify that (I} (this haspital) attended the deceased from! ¢ 96.6, that (1) (we) last 


saw the deceased alive an d/o UZ.__19¢@., and that death decthied oe .M, fram the causes and an the date stated abave. 
22a. SIGNATURE 2b, DATE 


M.D. AneoNe Oro 
2c. PHYSICIAN'S 72d, ADI 
NAME tiypey = «. ( ue 4 egko BSEUWG rs 


AE) Ble WE 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ar county) (State) 


REMOVAL (Specify} 


Baust 
24, FUNERAL dy oe Ey 4 v: ADDRESS ‘25a. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
-t~ - 76H 5 
-0.Fuss%’ Son “Taneytown, Maryland vareie 2 7°61 Cha Hota 
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RECTOR: After this certificate hos been signed by the attending physician and campletely filled in bi 


d by the haspital or ottending physician. 
page 3 shauld be detached for use os the buriol-transit permit. 


7 


the Stote Board af Health priar to burial, cremation, ar remaval, and in ony event, 


moy be rei 
TO FUNERAL 


TO HOSPITA' 


2s 
as 
or 


z> 
2° 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
705 CERTIFICATE OF DEATH uel eu ae 


~ 
& 2 fi. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institujion: Residence before gdrpission) 
; ; We wa 
é a MARYLAND y) PiLtte 
= 3" l b. CITY eh TOWN JIF outside corporate limits, write | ¢, LENGTH OF STAY IN 1b CITY OR THWN (if ae corporote limits, write RURAL ond give nearest town) 
3 J Long giyehearest town} x 
° 52 ] fo bed : 
£ d. NAME OF HOSPITAL (If not in hospitol, give street com d. STREET ADDRESS e. IS RESIDENCE 
> “ OR INSTITUTION } ON A FARM? 
= yes) No) 
e 
6 3. NAME OF First iddl 4. DATE Y 
- DECEASED ue * = Mal le = lost BS, L062 Month Y ‘eor 
z (Type or print) IVCLIWNA * — DEATH 19 63 
& : 6. AAA OR RACE | 7. MARRIED [_] NEVER MARRIED Mab 


eal Months] Do; H 
WIDOWED Divorced [] nths] Doys | Hours 


B. DATE OF BIRTH ey AGE (In yeors mae UNDER 1 YEAR| IF UNDER 24 HRS 


3728-197 ¢ 


ae IPATION {Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign 1% 12. CITIZEN OF WHAT COUNTRY? 
g 8 ostof even Wf retired) 

] = 

25 'S NAME 14, y 

8's 

ge 

o8 (AS DECEASED EVER U. S, ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT aAddress 

Ex {Yex, no. oF unknown) IF yes, give wor or diftes of service) ¢ “a 

ga bey ~ eas 5 Atk & 
o”™ Z fe 

3 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] z 


PART IL DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


=> [A 4 DuE TO 


Conditions, if ony, which () 


INTERVAL BETWEEN 
() 

gove rise to immediote 

couse (0), stoting the ynder- 


NSET pw DEATH 
lying couse lost. (9 


Part WW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART Ifo) |19. Re 


yesT) No—.) 


Then 


the registrar prior to burial, cremation, or removal, and in any event wi 


The law requires that the death certificate be executed within 24 hav; 


20a, ACCIDENT WAS _UNDERLYING (1) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d, INJURY OCCURRED 


Hour 0. m. White Not while 
Pah jot work [] ot work 


200. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
foctory, street, office bldg., etc.) | 
H 


MEDICAL CERTIFICATION 


wv 


he ye Via 3. ge 19G0__, and that death Arrant ot 20M, from the causes oF on the dote stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
sete LA) It th why ate oe ate Cn Md ia 1-60 
gees Wit Fox cd MD. 


Zo. SOYAL tesco Base b. DATE THEREO! 26 es MV ip ace 8 SEMETERY RASREMATORY 
i /2- -4-/1760 
ip 2s ae 
23. Ce vi Meciles 24a. REC'D BY REGISTRAR 
’ Maiibatiad 7 DATE DES 5 60 


After this certificote has been signed by the ottending physicion and completely filled in by the funeral director, 


ATTENDING PHYSICIAN: 


# 


may be retoifed by the haspitol or attending physicion. 


TO FUNERAL DIRECTOR: 


page 3 shauld be detached for use as the burial-transit permit. 


"“Gatet (City, town, or county) 


TO HOSPITA! 


2db, REGISTRAR’S SIGNATURE 


Cot Toad 


5M 9/5B 


FOR STATE 
HEALTH DEPT. 


is necessai 


+ 


‘DICAL EXAMINER: This certificate should be executed within 24 hours after death. If eny d 
72 hours affer death. 


Item 18. Give Pages 1, 2, and 3 to the fun 
“s Office along with form PM3. Pege 5 may be retained for your fi! 
~“ 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Beard 


in 


" jn pencil i 


ing’ 


please execute the certificate, writing the word “pend 
4 should be forwerded to the Chief Medical Exami: 


TO DEPU' 


or its designated agent, prior to burial, cremation, or removal, and in any ever 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division T3 iit: TICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 13678 


PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution, Residence belore edmi 
cone alps a. STATE pnt b. COUNTY 
Ce ee ee MARYLAND 


le corpora lit, st ¢. LENGTH OF STAY IN 1b . CITY OR TOWN (If optsida corporate limits, write RURAL end give neerest town) 
rest low a] 
wth | 


| d, NAME a OR INSTITUTION {if not in hospital, give 


G 


. @. 1S RESIDENCE 
K ON A FARM? 
| ves [] No Ng” 
3. NAME OF First Middle : Les! 4 ae “Month Dey Yeer = 
DECEASED + 


(Type or print) ae vA ) AM. 1° Q ea SEATH / , 2 19 6 4) 
5. SEX 6, COLOR OR RAZEl7 MARRIED NEVER mansieD Dx i “Bop BIRTH ee ~ 19. AGE (In years {IF PDE IF UNDER 24 HRS. 
rR om fast sa = a By Hours | Min, 

, 


/108. USUAL OCCUPATION (Give kind of work 
i 1 af working life, even if retired) 


WIDOWED [_] DIVORCED ‘ey 
Db. KIND OF BUSINESS OR INDUSTRY | 


ex eer & ee or GO country) \ 12, CITIZEN OF WHAT COUNTRY? 


(Batte,) Fate 


"| 14, M@AHER'S MAIDEN NAM) 


Py? ER‘S | >. = Loe 

So a See © Qing 

15. WAS DECEASED EVER IN U.9, ARMED FORCES? 16, SOCIAL SEEURITY NO. 
ae 


(Yes, ea | (Ityasgive warordetesotservics) 


~~] 18. CAUSE OF DEATH [Enter only one cause par lipe for (a), (b), end (c,d) ] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: he one, t fede tide lal 
= IMMEDIATE CAUSE (0)_ Ad Arline -- = = = 
“f Ve Ts" DUE TO 
Conditions, if any, which 1), ee TY ae 
geve rise to imme: ta cause i “ - a = = ie je : ae 
(a), steting underlying ( PUETO 
cause lest. (e) 
z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Fr 19, WAS AUTOPSY 
=, PERFORMED? 
i= 
5 [ves C]_ No DX, 
& | 200. EXTERNAL CAUSE WAS "| 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of Injury in Part | or Part Il of item 18.) i ‘. i 
& | PRIMARY [) or CONTRIBUTING [] 
G | CAUSE OF DEATH. 
2 aes = ———————— ——— a 
§ | 2c. TIME OF INJURY Month, Dey, Yeer | 2Dd, INJURY OCCURRED | 200. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stete) 
B Hour a.m. While Not While fectory, stree!, offica bldg., atc.) | 
Fs ” work at work ! 
21. I certify that | took charge of the rie described above, held an Autopsy im Inspectior Inquiry my opinion 
death resulied fpem: Natural causes BY ) Accident [ea Suicide Oo Homicide {isi} Undetermined manner Oo 


CHIEF MEDICAL EXAMINER [_] 
wv ef vp, ASSISTANT MEDICAL EXAMINER DATE SIGNED 
DEPUTY MEDICAL EXAMINER: je= aes bo 
es Ma aR s # Address t (Streat, city, town, of county) > ae — 


Es 22. NAME UE CEMETERY OR OT ted. 224. Be (Cily, town, or coun) 
72. se 66 
WA & ye: Yybew € l, Tied. BY fly AR | 24b. REGIST 


ares 6 °60 


MARYLAND STATE DEPARTMENT OF HEALTH 
IVISION OF STATISTICAL RESEAR: AND RI ROS — BALTIMORE 1, MARYLAND ‘ 
13707 1267° 


(ton 1 pe GERTIFICATE, OF DEATH 


2. USUAL RENDENCE (Where deceased lived. If institution: Residence before admission) 
MARYLAND Se b. COUNTY ee 


CITY OR TOWN (If outside corporote limits, write RURAL ond ." nearest a 


at 


~~ 


he funeral directar, 


ter death. Page 4 
Pages "dnd, 2 should, be 


e. 1S dl-f 
ON A og 


Yes NO. 


Lot” 


19Q_ 


, 


+ 


6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [[] | DATE OF BIRTH 


2-13 - (848 iso 


100. USUAL OCCUPATION [Give iN of work ae KINO OF BUSINESS OR INDUSTRY |11. SIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if reliy 
i (snk Co uw MOTHER'S MAIDS 
ii, 

16. Ag SECURITY NO. a 


Ye WAS, Ook ee IN U. S. ARMED FORCES? 
as, 90, oF unknewa) (UF yeu, give wor or dates! service) 


18. CAUSE OF DEATH [Enter only one couse per li 
a |, DEATH WAS CAUSED BY: 
es 


IMMEDIATE CAUSE {0}. 


Conditions, if nudes 


gove rise to immediole 
couse (0), stoting the under. 
lying couse lost. 


Past WW. OTHER SIGNIFI |O THE TERMINAL DISEASH/TONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
/ —aSaeSeSEeeE mm a: PERFORMED? 
y { es wr ves RJ NoO 


200, ACCIDENT WAS UNDERLY} 5 r (Enter noture of injury ih Port | or Port Il of je 
OR CONTRIBUTING LC] CAUSE*OF DE 
(EITHER, NOTIFY MEDICAL EXAMINI 


Then please remave carban papers. 
, and in any event, within 72 hours after death. 


The law requires that the death certificate be executed within 24 havy 


i 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, He (City oF town) (County) 
Hour 0. m. While __ Not while foctory, street, office bidg., etc.) 
jot work [[] of work 


MEDICAL CERTIFICATION 


21. | certify that (1) (this ead ar ) attended the 
saw the deceased alive ots fo. -219 


22b. DATE 


by the haspitol ar attending physician. 


ATTENDING PHYSICIAN 


ATTENDING :D. STAFF 
. | PHYS. OiReCTOR Avs. WY 


22d. ADDRESS 


¢ 


may be rete 


230. BURIAL, CREM: IN,"] 23b. DATE THEREOF ‘3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 


REMOVAL (Specify) 
Jane i] Loudon Perk B Mw 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS me BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
1] 61 
DATI 


ohn 0, Mitchel] « Sons, Ince 1900 Futew Place Onthun 


poge 3 shauld be detached far use os the burial-tronsit permit. 
the State Board of Health priar ta burial, crematian, ar removal, 
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TO HOSPITA 


a 
ae 
=> 
2a 


MARYLAND STATE DEPARTMENT OF HEALTH 
n of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


13708 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decessad lived, It inafitulion: R 


1° 
R STATE 
HEALTH DEPT. 


per edj rae 


A 
~ e. COUNTY “ 
28,2 a. STATE ne COUNTY Vall ee, 
eae i MARYLAND || _ + t ae 
Fae: b. CITY OR TOWN (if outside comporeta li ¢. LENGTH OF STAY IN Ib E ener write RURAL end give neerest ee] 
BES rite RURAL end give nearest town) Veal 
cite Kegrelle s_| Sr f Pheer SS ¥ ee 
<Z pK AME OF HOSPITAL OR INSTITUTION [if not in hospitel, pive stroe! eddress] | ¢. 1S RESIDENCE 
Py Ss * ON A FARM? 
stor ™ pice. Hho (AeA | ves [] Noha 
2 3 [AME OF ZL Fist Middle Se ator i Month Day Yeer = 
© s DECEASE! 
eres tipre'en iat) Aut Pyraretf- £e- 12 1940 
= & cae 6. COLOR OR RACE IED VER MA B. DATE veep BIRTH ‘AGE {In yeers |IFUNOERT YEAR| IF UNDER 24 HRS, 
” ; MARRIED (CI Never MARRIED . ey) aes 
ua 4 Months| Days Hours | Min. 
2 3 Ao~ wivoweo[] _bivorcep [J I-G- ee pa) eae | | | 
aoEe Toor U u ny OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (Stata or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
> Jone during m working life, even If retire 
eis rans = ee age 
8 yy. _&-KArqe cms Bo a Ss: a 
fo &: 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME > 
o 5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. a ae Address ze 
oS {Yes, no, of unkown} | (Ifyesglvewerordetesotservice) 
A a ——— 
& ~ 1 18. CAUSE OF DEATH [Enter only ona causa per line for (a), aris fol ly = see 7 INTERVAL BETWEEN a 
G PART I. DEATH WAS CAUSED BY: SSeneeeeatr 
kt Pod “IMMEDIATE CAUSE fo) so san Pape ns ae ee 
2) 3, ¥ a DUE TO 
Conditions, if eny, which (b) 


—— 1 7 ee [Se 


gava rise to immadiete couse 
(a}, steting the underlying 
causa lest. (e) 

PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 


DUE TO 


19, WAS AUTOPSY 
PERFORMED? 


YES no [] 


"200. EXTERNAL CAUSE WAS _ 20b. DESCRIBE HOW INJURY OCCURED. (Entor nature of injury In Part [or Part Il of item 1B.) 
PRIMARY (] or CONTRIBUTING [) 


CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


‘ial, cremation, oF removal, and in any 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, © 20f. (City or town) {County} ~ {Stetey 
While __ Not While factory, street, office bldg., etc.) | 


work at work 


MEDICAL CERTIFICATION 


21. I certify that | took charge of the remains described above, held an Autopsy Inspection and in my opinion 


death resulted from: —_— Natural causes Pf Accident (a Suicide ob Homicide Oo Undetermined manner BG 


; CHIEF MEDICAL EXAMINER oO 
id &; ‘ ? Vp c/ ASSISTANT MEDICAL EXAMINER [_] DATE SIGNED 
6h M.D. x 
DEPUTY MEDICAL EXAMINER (2 lh 
E is 
NAME (7 WANES, a R S th Addrass (Streat, city, town, or county) / Lan 


22a. BURIAL, fom | 9 DATE THE 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (city, t x country) (State) 


BURTAL?""” | 12/14/60 ROCK CREEK CENETERY WASHINGTON, D.C» 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retained for 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Boa 


please execute the certificate, writing the word “pending” in pencil 


or its designated agent, prior to 


TO Pa A EXAMINER: This certificate should be executed within 24 hours after death. If any 


Ue vise FUNERAE Di! R 156 A, AVE Ne W 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
5M 7459 1p Jer hag Said pe? Ee +r OC (6) oate REC 1 4 °60 Cty £ Tae 


MARYLAND STATE DEPARTMENT OF HEALTH 


rae OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


13709 CERTIFICATE OF DEATH 13681 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceosed lived. If institution: Residence before admission 
geo MARYLAND Rye BSCOBRTT 


q "Maryland 


b. CITY OR Tew {If ovtside corporote limits, write | LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL Pre ee nearest town) 


come 


RURAL and give nearest tawn} 2 


Sykesville 8 months Baltimore 3 V0 PY 


d. NAME OF HOSPITAL (If nat in haspital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION a ON A FARM? 
pringfield State Hospital 3921 Keswick Rd,, ves) NOKK 


i eM ice. First Middle Lost 4. DATE Month Day Year 


Cype or pin Emil Fis¢her _OFFUTT Dears 12 9 1960 


S. SEX 6. COLOR OR RACE 7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
last birthday) [Months] Doys | Hours | Min. 


female white wivowepXX ——_vivorceD [} 5/8 /' ‘92 68 yn. 


10a. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 112. CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
erk Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Louis Babendrier Pauline Fisher 


18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. iE INFORMANT Address 


ae | 015-24-4875 | Sprinkfield Hospital Records Sykesville, Md. 


1B. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b), ond (c).] NN 


PART. OFATIUMEDIATE CAUSE (o]_ Pneumonia with abscess formation. weeks 
HO 3 x OUR 1: | 


Conditians, if any, which __CVA mostay likely due to embolism. 


gave rise ta immediote 
DUE TO 


er death. Page 4 


ly filled in by¥me funeral director, 


-, Pages 1 and 2 shauld be filed with 


\) 
plete! 


paper 


eee 


jap fan: 


Then please remave carba 


the State Baard af Health prior to burial, crematian, ar remaval, and in ony event, within 


cause (0), stoting the under: 
lying couse last. re) 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19.. pile PL 
hizophrenic Reaetion, Paranoid type. ves no) 


20a. ACCIDENT WAS UNDERLYING 2) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, pou 1 |. {City or town) (County) (Stote) 
Haur 0, m. While Not while factory, street, office bldg., 
p.m. 19 lat work [} ot work i 


21. | certify that (I) (this haspital) attended oe deceased from.. An21-60. rete a to..12-9-60. 19._..., that (I} (we) last 
saw the deceased alive a i 9___.., and that death accurred ord. -P.MD from the causes and on the date stated abave. 


To. SICNAIDRE 5 ‘2b. DATE 
Es ATTENDING MED. STAFF 
Mie M.D. | PHYS. CO) orector () PHYS. X) ca 
2c. PHY: es 


MEDICAL CERTIFICATION 
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by the haspital ar attending physician. 
RECTOR: After this certificate has been signed by the attending physici 


7 


22d. ADDRESS 
NAME (Typ 
3 Marg olin, M.D, 


Lain egy Vey REOF 
58 LAA7TL, fb) 


Q ‘24. FUNERAL DIRECTOR'S SIGNATU: 


page 3 shauld be detached for use as the burial-transit permit. 


may be re’ 
¥ TO FUNERAL 


Sz 


TO HOSPITAL 


a< 
as 
=> 


2 
BS 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


me ks 3 7 J {MEDICAL EXAMINER'S CERTIFICATE OF DEATH or 36 82 P 


. PLACE OF DEATH "2. USUAL RESIDENCE (Whore docoosed lived, If institulion: Residence befoi 
be, Soli! e. STATE b. COUNTY 
Carroll t, ___ MARYLAND || Mary 
B. CITY OR TOWN [if oulside comporete limits, ¢, LENGTH OF STAY IN Ib “e. CITY OR SATUS (if outside corporete limits, write RURAL end give nearest town) | 
write RURAL end give neerest town) 


1 ville 159 vears _|| _——s—Baltimore __ 


[AME OF HOSPITAL OR INSTITUTION {if not in hospital, give street eddress) d, STREET ADDRESS 7 = > ~ |e. tS RESIDENCE 


‘ ON A FARM? 
__ Springfield Stete Hospital y < es 
3. NAME OF First Middle Lost 4, DATE Month 
DECEASED OF 
ae Marthe __Amelia_ Orro nae 12-24-60 
5. SEX 6. COLOR OR RACE/7, MARRIED [_] NEVER MARRIED 7] “8. DATE OF BIRTH 9. AGE (In yoers |IF UNDER YEAR| IF UNDER 24 HRS. 
lest birthdey) |"Months| Deys | Hours | Min. 


female white wipoweD [_] DivorceD [_| 1878 ee 


¥Oa. USUAL OCCUPATION (Give kind of work {| 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stele or foraign country) "| 12. CITIZEN OF WHAT COUNTRY? 
done during mos! of working life, oven If retired) 


a pense Ger Garman U.S, 
13. FATHER'S NAME ; ~ | 14. MOTHER'S MAIDEN NAME a ee 


Albert a, Otto Bertha Finselberger 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


(Yes, no, or unkown) | {Ifyssgive werordetesofservice} 
Springfield State Hosp., Sykesville, Maryland 


1B. CAUSE OP DEATH [Enter only one cause per line for (e), (b), end (e).) INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY. : 
IMMEDIATE CAUSE (e}_ _BTonchopneumonia x * - _ | Jess day. 


Le | ee DUE TO 
s, if eny, which )__Mycardial infarction = - > ~ El eeent oe 


to immediete couse 
ing the underlying 


necessary, 
jirector. Page 


¢, 


pages 1 and 2 with the Stale Board of Hea 
thin 72 hours after death. 


DUE TO 


(c). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Wle)| 19. WAS AUT ORY 
Ton F “as DLs PERFORMED? 


|Mental deficiency - undifferentiated, 3 yes [J] no (] 
20a. EXTERNAL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of i injury in Pert | or Pert Il of item 18. ie 
PRIMARY [1] or CONTRIBUTING [1] 
G | CAUSE OF DEATH. 


me 


“Month, Dey, Yeer | 20d. INJURY OCCU! 200. PLACE OF INJURY (Home, f | 20%. (City or town) ~~ (County) {Stete) 
Hour a.m. While __Not While factory, street, office bldg., etc.) | 


p.m. 19 ot work at work { 
Pb es Oe a Pe a) le a a a ee, | 
21. I certify that | took charge of the remains described above, held an Autopsy ce Inspection iy Inquiry fe} and in my opinion 


death resulted : Natural causes |e Accident O Suicide (ak Homicide fal: Undetermined manner Oo 


CHIEF MEDICAL EXAMINER [7] 
ACTUAL j Sirs A at DATE 
SERTONELS r hb. SSISTANT MEDICAL EXAMINER. it ATE SIGNED 


DEPUTY MEDICAL EXAMINER 


WV AMES. we " Me. RS H Address (Street, elty, town, et » « Se. 12 /r4 Jee 


22a. BURIALS-€Rl “| 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY ie “LOCATION (City, town, or oF country) — =. {Stete) 


te, writing the word “pending” in pencil in tem 18. Give Pages 1, 2, and 3 to the funer: 


ical 


ated agent, prior to burial, cremation, or removal, and tn any 


REMOVAL (Specify) . 
puria 12/27/60 |baltimore Cem, Bel Vamore, Md 20) 
& FUNERAL DIRECTOR ADDRESS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


aries E,SchimunekFuneral Home 2 8°60 Cathug £ 4 


4 should be forwarded to the Chief Medical Examiner’s Office along with form PM3. Page 5 may be retained for your files, 
of its design: 


TO PUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit 
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please execute the certifi 


DATE 


ool 


er death. Page 4 
by the funeral directar, 
Pages 1 and 2 should be filed with 


in papers. 


jeath. 


Then please remave 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hour, 
ECTOR: After this certificate has been signed by the attending physicion and completely filled in 


, 


may be retained by the haspital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 , 
13711 CERTIFICATE OF DEATH _- Stas, 


Reg. Dist. No. 


a Maen 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
= Carroll marYLAND [| ° Maryland > Carroll 
b. ci OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib |} Uc. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
URAL and give nearest town) 
Rural Taneytown 16 years Rurel Taneytown 
d. NAME OF HOSPITAL (if not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION " ON A FARM? 
Taneytown R.D.#2 } Taneytown, R.D.#2 ves [] No &) 
3. Ree ee First Middle lost 4 Dae Month Day Yeor 
igssecteen) Mary Melinda Overholtzer | %™«™ December 14, 1960 
5. SEX 6. COLOR OR RACE |7. MARRIED ER] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER } YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Days | Hours | Min. 
Female White |woowQ worceoO | September 8,1894  66y: 


100. USUAL OCCUPATION 
during most of working li 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


even if retired) 


kind of work ok KIND OF BUSINESS OR INDUSTRY 


Housewife Franklin Co. Pas UeSeohe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
David A. Keckler Mary Dentler 
Ue aaear erence eet eats Seeosos cea 16. SOCIAL SECURITY NO. INFORMANT Address Def2 
No | None Mr. Melvin F. Overholtzer, veher own,M@ 


18. CAUSE OF DEATH [Enter only one couse Wi ig for fo). (ond (8 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED “0 Car tla! WS Lo Cee 
ae CAUSE fo} 
by a DUE To y ; 
Conditions, if ony, oe 7" CartheS hd « Years 


gove rise to immediote 
couse (o}, stoting the under- ( DUE TO 
lying couse lost. (e), 


a Pans {I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[0}]19. WAS AUTOPSY 
= 
$ yes] No 
= 200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 38.) 
& |OR CONTRIBUTING LJ CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
G [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
a eur. 6: Im aed prsvittte foctory, street, office bldg., etc.) ! 
2 p.m. 19 lot work [J ot work 

21. ! certify #fyt | attended the deceased from__<Zwtdhe f/f x one , 196 Ghat | last sow the deceased 


ative on__ 


d KA that deci occurred at_f/ /"__M, from the causes and on the date stated above. 
Lo ADDRESS (Street, city or town, stote) DATE SIGNED 
Mo. 2 Dn vebwr ge. Me ee 
PHYSICIAN’ = 
NAME {Type} Dr. We Re Cadle Emmitsburg, Maryland 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 
‘MOVAL (Speci 


ACTUAL 
SIGNATURE. 


22c. NAME OF CEMETERY OR CREMATORY 


NATURE ADDRESS 
YL Emmitsburg, Mde 


22d. LOCATION [City, town, or county} (Stote) Md. 


Emmitsburg,Frederick Co. 
we DEC x 59g" gr elias 5 A 


Khun A. 


CG. E. Wilson 
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jires 


tronsit permit. 
, ¢femotion, or removal, ond in ony event within 72 hours ofter death. 


After this certificate hos been signed by the attending physician ond completely filled in b 


ATTENDING PHYSICIAN: The low requ 
by the hospitol or attending physicion. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 , 
CERTIFICATE OF DEATH 18684 


Reg. Dist, No. 
1. PLACE OF DEATH 2 sheet RESIDENCE (Where deceosed lived. If institution: Residence before admi: 


0. COUNTY b. COUNTY 
i) ARY LAND <ARRaL ra 


b. CITY OR TOWN If outside corporote limit, write |e. LENGTH OF STAYIN Tb [l= «CITY Or TOWN (If outide corporote write RURAL ond give nearest town} 


Saou ees ya. |?) WEST MpWSTER 


d. NAME OF HOSPITAL (If not in hospital, give tata address) d. STREET ADDRESS e. 15 RESIDENCE 
OR INSTITUTION 1 ON A FARM? 
J Yes [] NO a 


3. NAME OF Middle Lost 


DECEASED 
Fieve JP AES fe. PAP Pas 
5. SEX 6. COLOR OR RACE | 7. 8. DATE OF BIRTH 9. AGE (I rs 
on ake Yi 5 ts erie 

MALE [LZ 277 |moomon ower a4, <3" 
10a. USUAL OCCUPATION (Give kind of work as " KINO OF BUSINESS OR INDU: Spay ft. BIRTHPLACE (Stafe or Foreign’ country) 

ae most of rare life, even iired} a¢ 
bytettl. !2a-z~ Nihal Uo. hy kh 

i aa aa TA. MOTHER'S MAIDEN NAME 

\ ez LET Lf rd Ath 


L¥5. WAS DECEASED EVER IN U. $. ARMEDAORSES? | 16. 9 SECURITY NO, 17. INFOR La 


‘Yes, no, oF unknown) LIF yes, give wor or des of Lervica) 


Vu. Va 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (}.] cabo baa) 


PART I. DEATH WAS CAUSED BY: g b 
IMMEDIATE CAUSE {o) 5 7 a EE 


Lb? 7 DUE TO 
Conditions, if ony, which ) 


gove rise to immediote 
cote (o}, stoling the under, ( CUETO 
tying couse lost. a 

Parr. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o)[19. WAS AUTOPSY 


ves—] Not} 


20a. ACCIDENT WAS UNDERLYING [] ‘20b, DESCRIBE HOW INJURY OCCURRED. {Enter nolure of injury in Port | or Porl I! of item 1B.) 
OR CONTRIBUTING. (© CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED — | 20e, PLACE OF INJURY (Home, form, 1 20F, (City oF town} (County) (Stote) 
Hour o.m, While Not while foctory, street, office bldg., etc.) | 
p.m. 19 lot work [J of work (J H 


21. | certify that | attended the deceased from E PT 19, tof py 2199. ,that | tost saw the deceased 


, and that death accurred otf. oP ” M, fram the causes and an the date stated above. 
“ADDRESS {Sireet, city or town, stote) we DATE SIGNED 


had, reat Ma §2 AS-bp 
Feed 


MEDICAL CERTIFICATION 


gs DAVIEL /, IEZ cop i Set eee 


To. selon omy 2c. NAME OF CEMETERY OR CREMATORY L238. LOCATION (City, town, or county) (Slate) 

8 i 

Ee /2. o| yar eticauall he (Log 

ens IRECTOR'S SIGNAJORE TRAR | 24b, REGISTRAR’S SIGNATI 
‘~ Or Crttun £ Fase 


£4. 


i 1 


1 3 MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STA {3712 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 13685 


HEALTH DEPT. \5rcx PLACE OF DEATH G arroll 2. eo RESIDENCE (Where dacaased ies Fie Teg Residenca bofora edmission) 
v MARYLAND Maryl and Carroll 


b. CITY OR TOWN (if outside corporate limits, | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporete limits, wrila RURAL and giva naerest town) 
write RURAL faais nearest lown) 


New Windsor _Rural-- New Windsor 


d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospital, give slreel address) /d. STREET ADDRESS |e. IS RESIDENCE 
; 


is necessary, 


director. Page 


ON A FARM? 
ves {_] No st 


'3. NAME OF First “Middle. ane 4. DATE “Month Day “Yaar 


DECEASED OF 
(ype or prt) BESSIE| PURDUM | Pes™December 2, 1960 | 


Ss. SEX 6. COLOR OR RACE] 7, MARRIED [] NEVER MARRIED [_] 8. DATE OF BIRTH [9 AGE (In yaars {IF UNDER 4 HRS. 
Jas! birthdey) =" | Deys | Hours Min. 


female White winowen [fovorceof]| April 1, 1888 | 72 ym. 


“Wa. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE ‘siete orforaign country} —=—=«d; 42. CITIZEN OF WHAT COUNTRY? 
dona during most of working life, aven if ralirad} 


Housewife ___| Domestic _| Maryland ; U. S. A. 


# 


/43. FATHER’S NAME “14, MOTHER'S MAIDEN NAME 


Adam Garver Sussett Rhinehart 


IS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


(Yas, no, or unkown) | (Ifyesgive war ordatasofservica)) 21 4,- 36-121 - ‘Mrs, Willard Horton, Mt. Airy, Ma. 


748. CAUSE OF DEATH [Entar only ona cause per line for (8), (b), and (c).) ~ | INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: h 
IMMEDIATE CAUSE (a)__ a erover' + Oe. PP cca 


“g DUE TO 
Conditions, if any, which eek 2 orenhary_ 2) Ss Lofft Sean ar 


gave rise to immediale cause 
(2), stating the undarlying OUETO 


ithin 72 hours efter death. 


permit. File pages 1 and 2 with the State Board of Health, 


ltem 18, Give Pages 1, 2, and 3 to the fui 


m2) 


'S 
PERFORMED? 


| Yes TE] GNO Pats 


2De. EXTERNAL CAUSE WAS ___—'|_20b, DESCRIBE HOW INJURY OCCURED, (Entar nature of injury In Part | or Part Il of item 18.) _ 
PRIMARY [J or CONTRIBUTING I 
© | CAUSE OF DEATH. 


FINJURY Month, Day, Year | 2Dd. INJURY OCCURR 206. PLACE OF INJURY (Home, form, | 20f. ( wn) * (County) (Steta) 
Hour a.m. While Not While factory, street, office bldg., atc.) | 
19 lat work [] st work [| : 


p.m. 
21. I certify that | took charge of the remains described above, held an Autopsy jinn inspection K Inquiry pg and in my opinion 


death resulted from: Natural couses PX Accident o. Suicide o Homicide ied Undetermined manner im 


S CHIEF MEDICAL EXAMINER [_] 
Ber aes a 5 ma.p, ASSISTANT MEDICAL EXAMINER [“] DATE SIGNED 


SIGNATURE 


: DEPUTY MEDICAL EXAMINER z 
NAME (ype) am “ae St M ARS f+ Address (Sireat, city, town, Pol : /2/bo 


“22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) “(Stote} 


REMOVAL Spacity} 


Buria 12- 5-1960 [Locust Grove Cemetery| “rederick Co., Md. 


23. FUNERAL DIRECTOR ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


GC. M. Waltz, Winfield, Maryland oareDEG 6 60 Cnthan £ Kawa 


4 should be forwarded to the Chief Medical Examiner's Office along with form PM3. Page 5 may be retained for your files. 


or its designated agent, prior to burial, cremation, or removal, and in any 


please execute the certificate, writing the word “pending” in pencil 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-tran: 
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13713 CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Reg. Dist. ml 3 6 § 6 


Vv 


: % PEA oF Pent! | yD tee ee (Where deceased lived. If institution: Residence befare admissian} 
e. COU ob b. COUNTY 
MARYLAND: a 
Carroll Maryland Baltimore 


RURAL and give nearest town) 


Sykesville 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib | c. CITY OR TOWN {If outside corporote limits, write RUI 


Baltimore 1, Maryland 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS 


RAL ond give nearest town) 


aig 
2V di -4 


e. 1S RESIDENCE 


OR INSTITUTION ON A FARM? 
ingfield § ‘ 608 Walther Rivd. ves [J No Dt 
3. NAME OF First Middle Lost ‘4, DATE Month Doy Year 
DECEASED OF 
(Type or print) JULIA -- SCHLEUNES DEATH December 1 1960 
5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER T YEAR] IF UNDER 24 HRS. 
law birthday) [Months Min, 
Female White wioowen ]___-pworcep(] | October 27, 1870 yo EPESEs 


10a, USUAL OCCUPATION (Give kind of work os 


10b. KIND OF BUSINESS OR INDUSTRY. 
during most of working life, even if retired 


Houseva fe 


"Shae gat or foreign country) 
ermany 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Frederick Gauger Marie Doderer 
us WAS: ee U.S. Patan Ponce? 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
fet. no. oF unknown) Ulf yes, give wor or dates of rervice) . P . 
No toe eciees Records, Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


PART |. DEATH WAS CAUSED BY: i j 
ATH was causepeY. Bilateral bronchopneumonia 


fe a ton G DUE TO 


Conditions, if ony, which w__Arteriosclerotic heart disease 


INTERVAL BETWEEN 
ONSET AND DEATH 


gove tise to immediate 
cause (0), stoting the under. ( DUE TO 
lying couse lost. te) 


Paar Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVE 
C.B.S,. associated with cerebral arteriosclerosis, with psychotic 


N IN PART I(a)| 19. WAS AUTOPSY 
es PERFORMED? 
reaction vs @ no 


200. ACCIDENT WAS UNDERLYING []__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port I! of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, 
Hour 


Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or lown) 
bry While New ohitle foctory, street, office bldg., ete. 
p.m. creme 19 fot work [J ot work ee 


H 
21. | certify that | attended the deceased fram.___Nay 31 | , 1909__, ta. December 1 i 60 


(County) (State) 


alive on__December 1____ 1900__ ;-1 and that death accurred o8225__AM, fram the causes and an the date stated abave, 
ADDRESS (Street, city oF town, state) DATE SIGNED 


oe , Pp « 
stg ALY FC ones be Ea ___Springfield State Hosp 


THYSICIAN'S Heinz H. Klaatsch, M. D. 


Za. PRR reRe TON: ‘2b, DATE THEREOF ‘22c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION town, of county) (Stote) 
pecity) 4 
Buria 60 Lorraine Park Cemetery Woodlawn, Maryland 


B 
nt 

23, FUNERAL DIRI O ey oy Me Z GDORESS Zao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Wan We (eke Pai yo~ - A pare DEG 2 «60 Onthun 8, fare 


sel 
. 


t fn YLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


, : 
t CERTIFICATE OF DEATH Aw 1 3 6 6 ¢ 
Se g. Dist. No. 
e. He 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
2 53(M\ °°" carroll marian | °*"Haryland sccony  Gurvolt 
: 39 b. aie TON (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 
oe rex town) 
3 én MaaTrSbite 3 days X_New Windsor 
~ 25 
2 ee — da. BE va BSS (If not in hospital, give street address) d. STREET ADDRESS e. pew e479 
ane 10 Brookfield Manor Nursing Home ] Rural ve Ano 
5 ay. lias First Middle Last 4. Pad Month Doy Yeor 
% (Type or print) STELLA Ew SCHOOF DEATH Dec. 14, 19 60 
S 5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
a Oo Oo lost theo) Months] D Hours | Min. 
“ + | Hou f 
; female white  |wirowe oworceot] | 9 Mar. 1879 ST ae ie 
be 100. USUAL SS eee ioe kind “ eileen 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Ef Ur ty i] fh even if reti 
a8 Housekeeper at home Unknown U. Ss. 
3 y 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8 Unknown Unknown 
I Ls WAS: peceeseo EVEN U.S. pipe: FORCEST 16. SOCIAL SECURITY NO. INFORMANT Address 
figs aes Picea os stele 
: pate) pn" HS unknown L. P. Bowlus, Exec. Mt, Airy, Md. 
8 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (¢)-] INTERVAL BETWEEN 
a PART |, DEATH WA SED BY: 2 - : 
§ a PATIMMEDIATE CAUSE (6) 3 u Gnitnown 
- uy aa al DUE TO 


Conditions, if ony, which ie Age 


gave rise ta immediate 


21. | certify that | attended the deceased from__L2-10_ 19.60, to _L2=-1h= , 19. QQhat | last saw the deceased 
--12=11-60 


alive an_ 


z 12 


ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 haur; 


couse (0), stoting the under. ( OVE TO 
€ lying couse lost. ) 
3 3 Parr tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
ra Q 
< 5 yes] No(X 
iy & 200. ACCIDENT WAS UNDERLYING []_ 1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Por! Il of item 18.) 
= & | OR CONTRIBUTING L) CAUSE OF DEATH 
E o {8 (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & }20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20f. (City or town) (County) {(Stote) 
5 ry ours tore ‘ While Net while foctory, street, office bldg., etc.) | 
za = p.m. jat wark ([] at work 
3 
3 
2 
° 
£ 
> 
) 


RECTOR: After this certificate has been signed by the attending physician and campletely filled in 


page 3 should be detached for use as the burial-transit permit. 


the registrar prior ta burial, crematian, or remavol, and in ony event within 72haurs 


ACTUAL 
> \ SIGNATURE. 
£2 NaMeihes)__ Tei. Lege, M.D. 22 Union Bridge oid) 2a eee 
a s3 720. BURIAL, CREMATION, 7b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, of county) tote) 
=z 32 Burra” (19 Dec 1960] Arlington National Arlington, Virgini 
ene € Cer & SPF 4 ‘ADDRESS. 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
psrsoia) 1: S74 Bit wi fopsh/ New Windsor, Mdsampec 2 0'60 Cnktun £, Foinsnts 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 2 6 § 8 


CERTIFICATE OF DEATH 


1, PLACE SF DEATH 7 2, USUAL RESIDENGE (Wherg deceased lived. If insftuion: Residence befare admission) 
y MARYLAND aoe eaten Z ; 
is; ALL Al td 3 


JBR TOWN (If /pytitde 4 <F write [c. LENGTH OF STAY pit 
PPI oh ff L242 
$2- 


Hine es OF Le (if nat in hesy Z, give street address e. IS RESIDENCE 
OR I ON A FARM? 


4} TA Loa Z id FDA “ ves NS) 


3. NAME OF rst Midd} / 4. Date Year 
(Type ar print) -E p or Ver rig 19 Go 
: 
S. SEX ral 6. pal Be st ne 7. MARRIED EY NEVER MARRIED [7] | 8. 


wipoweo[[] —_—opivorcep 


10a. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 1 
ing most of working life, even At retired) 


ter death. Poge 4 


¢ 


lied in by the funeral directar, 
Pages 1 and 2 shauld be filed with 


I, crematian, ar remaval, and in arn within 72 haurs after death. 


24 houg 


in 


13, FATHER'S NAME 


on VAL [AV he Ps 


15, WAS DECEASED EVER IN U. S. ARMED FORGES? 
(Yes, no, or unknown) (IE yes, give wer or da ice) 


te be executed with' 


ica’ 


Pa 


18, CAUSE OF DEATH [Enter only ane cause per Te (b), and 


PART |. DEATH WAS CAUSED BY: 
ws IMMEDIATE CAUSE (0), 


os} DUE TO 


Canditians, if ony, which (bh 
gave rise ta immediate 
cause {a}, stating the under: 
lying cause lost 


Part Ul, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE COND, GIVEN IN PART Ia} 


© 


Then please remave carban papers. 


d by the attending physician and campletely f 


igne: 


page 3 shauld be detached far use as the burial-transit permit. 


the State Board af Health prior ta bur 


20c. ACCIDENT WAS UNDERLYING [) 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20F, (City or town) (Caunty) {Store} 
Hour a. m. While Not while factary, streel, office bidg., ol ! 


p.m. 19 Jat work [J at work "1 


21.1 certify thot (1) (this hospi; Zz ottei ii the deceased fram._,Z TE Ee ae VL 2 L,19 2S that (I) (we) lost 


sow the-deceased olive.o 


ul Pp 


DPPH LLL 3 7 Loon 


ae 
230. BURIAL, ERRRATION, * DATE THER! ” Ba OF CEMETERY OR CREMATORY 
MOVAL (Sp HY) 35 
havin Por Putt &, Cg 


wt 24, FUN ERAL DIRECTOR'S SIG URE ADDRESS 


Pies 


MEDICAL CERTIFICATION 


3 
8 
— 
8 
3 
e 
+ 
3 
4 
3 
= 
Tt 
g 
3 
se} 
© 
2 
= 
5 
= 
= 
FA 
2 
x 
oa 
o 
Zz 
a 
Zz 
& 
a 
< 


ie 
a 
a" 
S 
=z 
a 
2 
= 
D 
= 
= 
ce] 
6 
3 
& 
6 
2 
@ 
= 
> 
me) 
© 
£ 
(3 
0 
2 
> 
o 
€ 


TO HOSPITA! 
~ TO FUNERAL DIRECTOR: After this certificate has been s' 


=e 
2 
2 
Ss 


MARYLAND STATE DEPARTMENT OF HEALTH 


ISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


13716 CERTIFICATE OF DEATH 12689 


a 


ae -12=17=___,.19.60, that (1) (we) lost 
itp Lathe causes and an the date stated abave. 


21.1 certify that (1) (this haspital) attended the deceased ae 
saw the deceased alive on._L2—17—___.1960, and that death accurred oft pe 


may be retaited by the hospital or attending physician. 


poge 3 shauld be detoched far use as the bur 


* ss 
& 3 3 e ACS Pe eae TS us coe (Where deceased lived. If institution: Residence before edmission) 
Bey i Y oS b. COUNTY , wv 

ie Carroll ee Maryland 
= 3] b. CITY OR TOWN [If outside carporate limits, write | ¢. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
8 38 RURAL ond give nearest town) Cc 
PL2Y Sykesville 19 days Timoniun ¥ = 
Se 2 d. NAME OF HOSPITAL (IF nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 

- = P QR INSTITUTION IN_A FARM? 
adil of 5 Springfield State Hospital 5S Gorsuch Road ves] No 
2 = cy 3. NAME OF First Middle Lost 4 DATE Month Day Year 
« U-. ‘ 5 
Be aé (Type or print) Harry Christian Sparwasser, Sr. | at December 17 19 60 
= 8s S. SEX 6. COLOR OR RACE | 7. a NEVER MARRIED [-] |8- DATE OF BIRTH 9. Roe nese ae eas IF UNDER 24 HRS. 
3 se? : janths| Doys | Hours in. 
2 ce Male White wipowe & vvorceot] | 8-11-83 TW . 

2 E a ¢ 10a. USUAL OCCUPATION (Give kind af work dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 8g5 during most of working life, even if retired) 
$ pee Railroad Clerk - Maryland U.S.A. 
BS . 3 iS 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 s&s 
8 gee J Unin own Unknown 
we FOL 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 a § 5 J) tes, yi ‘or unknown) Uf yes, give war or dates af service) Sorinefield State H i 
& gts ° | - - ipringfield State Hospital Records 
2 £98 
Dee 8 = 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
= =e 5 ONSET AND DEATH 
zoe PART |. DEATH WAS CAUSED BY: fi days 
soe IMMEDIATE CAUSE (a) Uremic coma 2, 
5 =F5 DUE TO 
is r 
23 Conditions, if ony, which w__Cardio-renal disease 
8 BES gave rise to immediote 
a VE SShE couse (a), stating the under. ( DUE TO 
Gewe ~ tying couse last. «) 
2 ee poe Saeed 
5 $8 5 € FA Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)} 19. ies yn eee 
3 9 —— 
waste 6 < C.B.S. associated with cerebral arteriosclerosis. ves C] No &] 
2 Yu 
roces = | 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
ee aoe & | OR CONTRIBUTING C) CAUSE OF DEATH 
< Yeo © {(IF EITHER, NOTIFY MEDICAL EXAMINER) 
ae ee = 
s 585 & |20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, iG Fa (City or town) (County) (Stote) 
FRY gt a Hour 0. m. While Not while foctory, street, office bldg., ete 
z= 3 2 g p.m. 19 Jot work [7] of work 
2esle 
afae, 
e2e33 
< 5G CS 
yes 
Sue 
3a 
eve 
205 
=o 
2 


22a. SIGNATURE A f / eae 

ye OP eg ASE Pe, ee a|nneone fn Ha aie 

4s atts GON . / appress Springfield Sta eet al 

Z Eye) Agustin del Campd/ M.D. Sykesville, Maryland 

3 23a. Boag 23b. DATE THE Be. ond horde CREMATORY 23d. LOCATION (City town, or count (Stat; 

3 Zenteal Yr = |PRoid Kr¢ge Cem I ZA 

2 b* 24, FUNERAL oe ‘Ss lee Ye ADDRESS a 250. REC'D BY REGISTRAR ‘25b. REGISTRAR'S SIGNATURE 

was S| Dogat Slt EA Is, 60 Hellins S7~ |om ae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 g 
; CERTIFICATE OF DEATH ; 13690 


Reg. Dist. No. 


here deceased lived. If institution: Residence before odmission) 
b. COUNTY Y = 


c. CITY OR TOWRL{IF outside corporote limits, write RURAL ond give nearest town) 


d. "ED ADDRESS 


|. NAME OF First iddle 
DECEASED la 
RTH 


1, PLACE OF DEATH 


©. CRUONTY Wj G 2 
MARYLAND 
CAN. Lf 


b, CITY OR TOWN (If outside corporote limits, yh c. LENGTH OF STAY IN Ib 


2, USUAL RESIDENCE 
0. STATE 


RURAL ond givg neorest town) 
@ 


tes pt tet A, 
d. NAME OF HOSPITAL (If fof in fae give ihe De 


af 
Le 


should be filed with 


e. IS RESIDENCE 
‘ON A FARM 
yes [] No 


OR INSTITUTION 
‘iy 


+ death. Page 4 


TO FUNERAL DIRECTOR: After this certificote hos been signed by the ottending physicion and completely filled in by the funerol director, 


Month Day Yeor 
WO 
R/ IF UNDER 24 HRS. 
Min. 


OF WHAT COUNTRY? 
Vara, BE 


(Type or print) — oF : te £ 


SEX a pt Dep — |7. sae MARRIED [_] | 8. DATE OF Bt 


— 
wipowep [] pivorceo [] / #09) 
USUAL OCCUPATION eA kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY cima foreign country} 


durigy most of working life, even if retired) 
13. FATHER'S NAME 14. MOTHER’) MAIDEN NAME 


| a 


15. WAS DE DEVER IN U. S. ARMED Ft 


(Yes, ne. oF unghgwn) | {IF yes, give war or dates 


——, 
18. CAUSE OF DEATH [Enter only one couse per line fér Bs (bf, ond (c)-] 
PART I, DEATH WAS CAUSED BY: aa [ dng | a Ret 
os IMMEDIATE CAUSE {o). 
/SLyx 


Conditions, if ony, which 
gove rise to immediote 
couse (o}, stoting the under- 
lying couse lost. (c) 


9. AGE (In yeo 
lost a 


Pages 1 an 


INTERVAL Cee 
ONSET AN) 


Then please remove carbon papers. 


The low requires that the death certificate be executed within 24 houy 


ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)/19. we Sane 
= 
7 & te ‘a NO 
3 = 20a. ACCIDENT WAS UNDERLYING D1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
z & OR CONTRIBUTING [] CAUSE OF DEATH 
< G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g & ]20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 120 (City or town) (County) (Stote) 
> a Hour o. m. While Not while foctory, street, office bldg., etc.) H 
z g pom 19 lot work [] of work [J] H 
° - = 
Z 24 any thot i ‘aoa the bats from sf etn WER, tof A= 27 196 O.thot | lost sow the deceosed 
o 
2 BlIVEKOn une eee a 2 | ___, ond thot deoth occurred ot 7_ /__M, from the couses ond on the date stated abave. 
i 
iS 
va 


SUA Ww iW A Wee ee uo AA aaah te we Wee 
mows Wit Foard tn. Mave kewster ah 


* — [220. BURIAL, CREMATION, ‘ DATE o/h ‘2c. NAME OF CEMETERY OR CREMATOR' 
(2 EMOVALN Specify) 
} { on 


‘AL DIRECTOR WZ RE ADDRESS 


SAIS (4) Cy ao Yy 
5M 9/58 ~ hear MAb Aad Ut I tt tetn, LIE a 


e 


TO HOSPITAL’ 


Td. LOCATION (City, town, or county) (Stote) 


Y 


the registrar prior to burio!, cremation, or remaval, ond in any event within 72 hours ofter death. 


may be retained by the hospital ar attending physician. 
poge 3 shauld be detoched for use os the buriol-transit permit. 


‘db. REGISTRAR'S SIGNATURE 


Chithun §, Pead 


24a, REC'D BY REGISTRAR 


atta 5 '6 1 


< 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 1 3 6 94 


13718 CERTIFICATE OF DEATH 


iP 


co. COUNTY MARYLAND 


b. CITY OR TOWN (If outside corporate limits, write LENGTH OF STAY IN 1b 
pind ss give nearest town} // { . 
Ltdsal- dhdenrgl: LCR, 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) | 


1, PLACE OF a) 


, write RURAL ond give nearest town) 
a B. 


ler death. Page 4 


e. IS RESIDENCE 
ON A FARM? 


ves 2) No fi” 


d. STREET ADDRESS 
OR INSTITUTION 


by 
o 
2 3. First lost 4. DATE Month Day Year 
x DectaseD #. E. OF 
& (Type oF print) iJ COHN STE, Le DEATH Led. 1 9GO 
es 5. SEX 6. COLOR OR,RACE |7- mARRIEDR NEVER MARRIED [] | ®. DATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR[IF UNDER 24 HRS. 
ee | ft last bicthday) [Months] Days 
W/4 ti wioowen [] pivorceD 1] hui K, Si G17, AB 


12. CITIZEN OF WHAT COUNTRY? 


Ye S. ft- 


100. USUAL OCCUPATION (Give kind af work done] 106. KIND OF BUSINESS OR all BIRTHPLACE {Stote or foreign country) 


during most of warking life even retired) } 
Sa 3 ieee ee) Claveeft B/E A$, 
4, eee MAIDEN NAME 
Jr 
Qebe Sta the 


13. FATHER’S NAME 
1. WAG BECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, ne, oF unknown} Uf yes. give wor or dates of service) 2ue- Bo ey) Nita YY jal od SS Nan tie ene wud, 


18, CAUSE OF DEATH [Ener only one couse pe lve foro) ond (ed sh tee 
PART |. DEATH WAS CAUSED BY: ae Z 
IMMEDIATE CAUSE (0) G Cries 


Conditions, 6 2) ies Cz AMAL ce) 5 Be bo 


pe Aa t = 


Then please remave carbon 


the State Board of Health prior ta burial, crematian, or remaval, and in any event, within 72 


b) 
gove rise to immediote DUE ae 
couse (0), stoting the under- 
lying couse lost. ® ase Lacke 
oO Gi Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0]]19. WAS AUTOPSY 
= 
3 yYes(] not 
= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 1B.) 
f& | OR CONTRIBUTING [) CAUSE OF DEATH 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED  |20e. PLACE OF INJURY [Home, farm, | 20f. (City or town) (County) (Stote) 
B Hour o. m. While Not while factory, street, office bldg., etc.’ 4 H 
= p.m. 19 Jat work (] at work 


saw the deceosed alive on._ 2p lbe. 19. OZ, and that death WEED 


Zo. SIGNATURE ¢ 2b. DATE 
ATTENDING. ‘MED. SIGNED 
S Let ae Mette PHYS. DIRECTOR ae awe. O LALA Yb 
“| 22d, ADDRESS 


/ 22c. PHYSICIAN'S 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 


* 


moy be retofied by the hospital ar attending phy: 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


page 3 should be detached far use os the burial-transit permit. 


NAME (Type) 
z “HOWARD E. HALO ey? a9 
& 230. a aya ie fa 23b. DATE THEREOF 23. NAME OF CEMETERY OR GREMAFORY 
is J-4- CL Ge hccore 
- 24. Met DIRECTOR'S SIGNATURE z RESS yy ¢ 250. REC'D BY REGISTRAR ‘2Sb. REGISTRAR’S SIGNATURE 
Mey ZOE. tee Vefee Heal, \owguy 161 | conta 8 ea 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


13719 CERTIFICATE OF DEATH 18692 
1, PLACE OF DEATH 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. COUNT a. STATE b. COUNTY ¥ 
Carro. Ma 


MARYLAND 


¢, LENGTH OF STAY IN 1b 


b. CITY OR TOWN (If outside corporote limits, write 


1 death, a 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 


ic 


re) 

33 RURAL ond give nearest town) 

ae” Sykesville mos. #18 YC 7 —-& 

22 &. NAME. OF HOSPITAL {if nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 

- ¢ QR INSTITUTION ON A FARM? 

23 OL. prinefie ate Hospite 2327 Nl, Gharles Street, ves 1] NOfg] 

ce 

ey 3. NAME OF First Middl Lost 4. DATE Manth Ye 

3 Ne DECEASED % ii } OF * we OY ex 

= aN ries evi Britton WELCH pall! -_ -2f- 19 60 
—- >t 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
7 Tie last birthday) [Months] Days | Hours] Min, 
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